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CHILDREN'S MENTAL HEALTH: PROMISING 
RESPONSES TO NEGLECTED PROBLEMS 



TUESDAY, JULY 14, 1987 

House of Representatives, 
Select Committee on Children, Youth, and Families, 

Washington, DC. 

The Select Committee met, pursuant to call, at 9:05 a.m., in room 
2261, Rayburn House Office Building, Hon. George Miller (chair- 
man of the Select Committee) presiding. 

Members present: Representatives Miller, Boggs, Durbin, Skaggs, 
Coats, Hastert, and Holloway. 

Staff present: Ann Rosewater, staff director; Anthony Jackson, 
professional staff; Lisa Naftaly, research assistant; Ellen O'Connell, 
secretary; Mark Souder, minority staff director; and Carol Statuto, 
minority deputy staff director. 

Chairinan Miller. The Select Committee on Children, Youth, 
and Familias v^U come to order. 

Today, the Select Committee will examine the significant yet 
often unspoken concern: children's mental health. Emotionally 
troubled children are not unfamiliar to any of us. 1'hese are the 
children who are too aggressive or too withdrawn, who have prob- 
lems learning in school, or who will get into trouble with the law. 
Yet what is relatively new is the recognition that these problems 
often are, in fact, mental health problems and not simply the pass- 
ing problems of childhood, And what is even newer is that emotion- 
al problems can beset even infants and toddlers. 

For too long, children's emotional problems have oeen so stigma- 
tized that many parents have not sought the help their children 
need, and when they have sought help, most often it was not avail- 
able. Yet, left untreated, these problems can not only devastate a 
child's life, but also unravel the fabric of the entire family. 

A recent study by the Office of Technology Assessment found 
that as many as 15 percent of America's children, up to 9.5 million, 
suffer mental health problems warranting treatment, yet it also 
found that 70 to 80 percent of them receive either inappropriate 
care or no care at all. 

A great deal remains to be learned about how to treat troubled 
children. Meanwhile, children are falling through the cracks be- 
cause appropriate care is unavailable in some communities, uncoor- 
dinated in others, and unaffordable by many families across the 
country. 

Without community-based care, mentally ill children are unnec- 
essarily taken from their homes, hospitalized or institutionalized; 

(1) 



2 



and, in some cases, families are forced to give up custody of their 
children to get treatment at all. Children get bumped frcm agency 
to agency, from group home to foster home, further exacerbating 
their mental illness. 

Our Government has accepted no obligation to ensure that chil- 
dren with mental health problems receive the care th^y need, and 
our progress in improving mental health care for children during 
this decade has been modest at best. 

Legal protections to help emotionally impaired children have not 
been given the resources to make them fully effective. For exam- 
ple, the Education For All Handicapped Children Act entitles emo- 
tionally impaired children to an appropriate education in the least 
restrictive setting, yet the lack of mental health services often pre- 
vents these youngsters from realizing the premise of the law. 

In California, early pioneering efforts to improve mental health 
care were thwarted by a wholesale dumping of the mentally ill 
from State institutions without providing community-based serv- 
ices. Since then, it has taken nearly a decade for the State to im- 
plement Public Law 94-142 for emotionally disturbed children. 

Three years ago, the State enacted a law to ensure that every 
special education student suffering emotional problems receives a 
comprehensive evaluation by county mental health per onnel, as 
well as appropriate treatment. But despite $15 million ii? start-up 
funding in the past tv/o years, the magnitude of the referrals 
coming into the mental health system greatly outdistances the 
funds available. 

County mental health departments, like the one in my home 
district. Contra Costa County, have been overwhelmed by a rapid 
increase in the number of children with severe mental health 
problems, particularly violent children from families torn apart by 
economic pressures or disintegrated because of drug and alcohol 
problems. 

The overloaded mental health system can only provide triage, 
not treatment. Mental health resources are being channeled 
toward the most self-destructive youth, leaving little for quieter 
crises that then go untreated. Waiting lists in county mental 
health clinics number in the hundreds. Many of these children are 
removed from home, and when no appropriate placement can be 
found, some end up on inpatient psychiatric wards for .*dults. This 
practice, once a drastic temporary alternative, is now common. 

Today we will learn about the prevalence of mental illness 
among children, barriers to effective treatment, and innovative re- 
sponses that are effective in helping children and families. 

I welcome all of our witnesses here today. I am especially pleased 
that Stuart McCullough, director of the Department of Mental 
Health in Contra Costa County, has traveled from California to 
share with us the disturbing problems of mentally ill children in 
our community and the model public/private efforts that the 
county has undertaken to support these troubled families. 
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Opening Statement of Hon. George Miller, a Representative in Congress From 
THE State of Caufornia, and Chairman, Select CoMMnrEE on Children, 
Youth, and Famiues 

Today, the Select Committee on Children, Youth and Families will examine a sig- 
nificant yet often unspoken concern: Childreas m^jntal health. 

Emotionally troubled children are not unfamiliar to any of us. These are the chil- 
dren who are too aggressive or too withdrawn, who have problems learning in 
school, or who get into trouble with the law. Yet what is relatively new is the recogni- 
tion that these problems often are, in fact, mental health problems and not simply 
the passing problems of childhood. And what is even newer is that emotional prob- 
lems can beset even infants and toddlers. 

For too long, children's emotional problems have been so stigmatized that many 
parents have not sought the help their children need. When they have sought help, 
most often it has not been available. Yet left untreated, these ()roblems can not only 
devastate children's lives, but also unravel the fabric of the entire family. 

A recent study by the Office of Technology Assessment found that as many as 15 
percent of American children— up to 9.5 million— suffer mental health problems 
warranting treatment. Yet it found that 70-80 percent of them receive either inap- 
propriate care or no care at all. 

A great deal remains to be learned about hov/ to treat troubled children. 

Meanwhile children are tailing through the cracks because appropriate care is un- 
available in some communities, uncoordinated in others, and unaffordable by many 
families across the country. 

Without community-based care, mentally ill children are unnecessarily taken 
from their homes, hospitalized or institutionalized; in some cases, families are forced 
to give up custody of their children to get treatment at all. Children get bumped 
from agency to agency, from group home to foster home, further exacerbating their 
mental illness. 

Our government has accepted no obligation to ensure that children with mental 
health problems receive the care they need. And our progress in improving mental 
health care for children during this decade has been modest at best- 

Lf gal protections to help emotionally impaired children have not been given the 
resources to make them fully effective. For example, the Education for All Handi- 
capped Children Act ontitles emotionally impaired children to an appropriate edua- 
tion in the least restrictive setting; yet the lack of menta' health services often pre- 
vents these youngsters from realizing the promise of the la v. 

In California, early pioneering efforts to improve mental nealth care were thwart- 
ed by wholesale dumping of the mentally ill from state institutions without provid- 
ing community-based services. Since then, it has taken nearly a decade for the state 
to implement P.L. 94-142 for emotionally disturbed children. Three years ago, the 
Slate enacted a law to ensure that every special education student suffering ervo- 
tional problems receives a comprehensive evaluation by county mental health per- 
sonnel as well as appropriate treatment. But despite $15 million in star<>up funding 
in the past two years, the magnitude of the referrals coming into the mental health 
system greatly out distance the funds available. 

Despite these recent effoits, county mental health departments like the one in my 
home district. Contra Costa County, have been overwhelmed by a rapid increase in 
the number of children with severe mental health problems, particularly violent 
children from families torn apart by economic pressures, or disintegrated because of 
drug and alcohol abuse. 

The overloaded mental health system can only provide triage, not treatment. 
Mental health resources are being channeled toward the most self-destructive 
youth, leaving little for quieter crises that then go untreated. Waiting lists at 
county mental clinics number in the hundreds. Many of these children are removed 
from home, and when no appropriate placement can be found, some end up on inpa- 
tient psychiatric wards for adults. This practice, once a drastic temporary alterna- 
tive, is now common. 

Today we will learn about the prevalence of mental illness among children, bar- 
riers to effective treatment, and innovative responses that are effective in helping 
children and families. 

I welcome all our witnesses here today. I am especially pleased that Stuart 
McCullough, Director of Mental Health in Contra Costa, has traveled from Califor- 
nia to share with us the disturbing problems of mentally ill children in our commu- 
nity, and the model public/private efforts that the county has undertaken to sup- 
port these troubled families. 
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Children's Mental Health: Promising Responses to Neglected Problems— A 

Fact Sheet 

millions of children suffer from mental health problems 

From 7.5 to 9.5 million children in the U.S.— 12 to 15% of those under 18— suffer 
from a mental health problem severe enough to require treatment (Office of Tech- 
nology Assessment [OTA], 1986) 

During the 1985-86 school year, 376,943 emotionally distLrbed children aged 3- 
21— less than 1% of the total school population— received services under the Educa- 
tion of the Handicapped Act. (U.S. Department of Education, 1987) 

Seventy to 90% of runaway and homeless youth in the New York City area have 
emotional problems. Thirty percent are depressed or suicidal; 18% are antisocial; 
and 41% are a combination of these. Fitly percent of the children have been abused 
by their parents. (Shaffer, 1984) 

The most common childhood psychiatric disorders include: depression (between 5- 
10% of youth, with a threefold increase in the frequency of depression from child- 
hood to adolescence) iNational Institute of Mental Health (NIMHl, 1987); conduct 
disorder (about 4-10% of youth; prevalence appears to be at least three times more 
common among boys than girls) (Melton, 1987); eating disorders (an estimated 1% of 
high school and 3% of college age women are anorexic; 5-10% of that population 
are bulimic) (NIMH, 1987); attention deficit disorder/hyperactivity (an estimated 3- 
5% of the school-age population) (NIMH, 1987); autism (about 5 out of 10,000 chil- 
dren; an additional 10 out of 10,000 children have related behavioral problems) 
[NIMH, 1987]; psvchosis (an estimated 0.23% of youth) (Gillmore, Chang, & Coron, 
1983 cited in Melton, 1987); suicide (nearly 1,900 teenagers, aged 12-19, took their 
own lives in 1984.) (Select Committee on Children, Youth and Families, 1987), 

SERVICES FOR CHILDREN WITH MENTAL HEALTH PROBLEMS LARGELY UNAV/'.LABLE 

An estimated 70-80% of emotionally disturbed children gtt inappropriate mental 
health services or no services at all. (OTA, 1986) 

Less than 1%, or 100,000 children, receive mental hpalth treatment in a hospital 
^LJI^ "^"^ treatment center in a given year, and perhaps only 5%, or 2 million 
children, receive mental health treatment in outpatient settings. (OTA, 1986) 

Shortages exist in all forms of children's mental health care, but there is a par- 
ticular shortage of community-based care, case management, and coordination 
across educational, judicial and other child serving agencies. (OTA, 1986) 

Nationwide, there was a 13.5% shortage of special education teachers for the emo- 
tionally disturbed during the 1984-85 ochool year. (U.S. Department of Education, 



THOUSANDS OF CHILDREN PLACED IN RESTRICTIVE SETTINGS, OFTEN INAPPROPRIATELY 

A 1980 survey of one-third of the nation's public and private hospitals found an 
^timated 81.532 persons under age 18 were admitted to inpatient psychiatric units. 
Approximately 95% of these children and youth were between the age^ of 10 and 17, 
53% were males, and 82% were white. (Jackson-Beeck, Schwartz & Rutherford, in 
press) 

A 1983-84 National Inventory of Mental Health Organizations estimates that 
a^t 26% of patients under 18 were served in private psychiatric hospitals, while 
0.8% were served in State and county mental hospitals. (NIMH, 1986) 

State hospitals absorb about 70% of state mental health dollars. (Frank & 
Hamlet, 1985) 

Studies suggest that at least 40% of the hospital placements of children are inap- 
propriate. Either the children should never have been admitted to the institutions 
or they have remained too long. (Knitzer, 1982) 

Juyenil^ tend to be admitted for less serious and less precise mental health and 
drug/alcohol disorders than adults, and their average length of stay is twice as long. 
For example, in 1985, the average length of stay for juveniles admitted for neurotic 
disorders was 23 days, as compared to less than 11 days for adults with the same 
diagnosis; and the average length of stay for juveniles admitted for nondependent 
use of drugs and alcohol was 23.4 days, as compared to 12.5 days for adults with this 
diagnosis. (Jackson-Beeck, et al., in press) 

Despite a decline in the population of lO-to-17 year olds in the Minneapolis/St. 
Paul Metropolitan Area of Minnesota, admissions of juveniles to hospital psychiatric 
units increased 25% between 1977 and 1985. This increase may not reflect any in- 
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crease in the numbers of teenagers with psychiatric problems, but rather a means of 
dealing with "problem" youngsters. (Jackson-Beeck, et al., in press) 

WHrTE, MINORITY CHILDREN TREATED IN DIFFERENT SETTINGS 

Non-white youth are twice as likely to be hospitalized in state and county hospi- 
tals as white youth. (Truitt, 1985) 

In a three-state survey of residential treatment, over 70% of youth in "health" 
facilities were white, while the miyority of youth in "iustice** centers were from mi- 
nority groups. About half of youth, in public facilities but only of youth in private 
centers were non white. (Government Accounting OHlce [GAO], 1985; Krisberg, 
Schwartz, Litsky, & Austin, 1986) 

Of 824 Florida youngsters in residential placements in 1984, 50% of those in Flori- 
da training schools and 33% of those in the adolescent units at the state hospital 
were black; in contrast only about 20% of the children in the other placement sites 
were black. (Friedman Kutash, 1986) 

MENTAL HEALTH CARE FOR CHILDREN INCREASINGLY FOR PROFIT 

In 1966, 7.6% of the 145 psychiatric facilities for children and youth in the U.S. 
were operated for profit; by 1981, 17.1% of 369 facilities were operated for profit— a 
125% increase. (Office of Juvenile Justice and Delinquencj; Prevention, 1983) 

Between 1980 and 1984, admissions of adolescents to private psychiatric hospitals 
increased an estimated 450%— rising from 10,764 to 48,375. (National Association of 
Private Psychiatric Hospital^ 1985) 

A survey of state certificate-of-need agencies showed that proprietary interests 
now account for about Vz of applications for child and adolescent mental health/ 
substance abuse programs. (Scalora & Melton, in press) 

FEDERAL SUPPORT FOR TROUBLED YOUTH UMlTED 

In fiscal year 1987, $509 million was appropriated for the Alcohol, Drug Abuse 
and Mental Health Block Grant [ADMBG], of which approximately 50 percent went 
to mental health services. In 1985 a 10 percent set asicle for new mental health serv- 
ices for severely disturbed childern ana adolescents was amended to include under- 
served pop' .ations, such as the homeless and the elderly, diminishing the focus on 
children. A GAO s'lrve^r of 13 states found that some states chose not to fund chil- 
dren's services at all with the 1985 set afide. (Congressional Research Service (CRSj, 
1987; GAO, 1985 cited in OTA, 1986) 

Since the Community Mental Health Centers Act was repealed in 1981 and folded 
into the ADMBG, funding for mental health services has dropped from $277.6 mil- 
lion in FY81 to $248 million in FY87. (CRS, March 1987) 

In FY85, 20.9 percent ($49.6 million) of NIMH's budget was spent on children and 
youth-related activities. (NIMH, 12th Annual Report on Child and Youth Activities, 
FY85) 

NIMH's clinical training program has been cut 85 percent over the past seven 
years-from $70 million in 1980 to $15 million in 1987. Of that $15 million, only $3.3 
million is used for training child mental health professionals. (American Academy 
of Child and Adolescent Psychiatry, May 1987) 

Although NIMH commits approximately 20 percent of its current research budget 
to children's issues, available dollars have not kept pace with assessments of the 
funds necessary. (OTA, 1986) 

In FY86, the Federal Child and Adolescent Service System Program (CASSP) 
spent $4.7 million to help 28 States and 3 localities develop a comprehensive,, inte* 
grated system of care for emotionally disturbed children and adolescents. (NIMH, 
1987) 

COST-EFFECTIVE PROGRAMS IMPROVE CHILDREN'S MEK^TAL HEALTH CARE DEUVERY 

Between 1981 and 1986, Florida's multi-agency network for severely emotionally 
disturbed students. SEDNET, reduced both out-cf-fitate and out-of-region placement 
by 50 percent despite a 28 percent increase in identified youth. (Clark, 1987) 

Ventura County Mental Health Demonstration Project, which provides an inter- 
agency system of care for the most needy children, has reduced state hositalization 
by 25 percent, saving an average of $428,000 annually, reuuced outK)f-county, court- 
ordered treatment placements by 46 percent, reduced re-incarcerations bv 47 per- 
cent and has saved the stiite millions of dollars. (Ventura County Children s Mental 
Health Project, 1987) 
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Chairman Miller. I would like to say that I understand Congress- 
man Coats is on his way, but because of the time problems in the 
usage of this room I would like to go ahead and call the first panel. 
That panel is made up of Glenda Fine, who is a parent and director 
of Parents Involved Network, from Philadelphia. Jean Gaunt, who is 
a foster parent from Indianapolis, Indiana; Dr. Leonard Saxe, who is 
the principal author of the Office of Technology Assessment Report 
on Children's Mental Health; Dr. Jane Knitzer, who is the director of 
the Division of Research, Development, and Policy, and senior 
policy scientist at Bank Street College of Education in New York; 
and^ Dr. Robert Friedman, who is the director of the Research and 
Training Center for Improved Services for Seriously Emotionally 
Disturbed Children, Florida Mental Health Institute, University of 
South Florida. If they would come forward, please. 

We will recognize you in the order in which I called your name. 
Let me just say, without disturbing the integrity of your state- 
ments, the extent to which you can summarize would be appreciat- 
ed, because I want to make sure that we leave enough time for dis- 
cussion and for answers. 

So welcome to the committee, and thank you verv much for your 
time and your effort to get here and also for the help that you have 
already provided the committee. 

Glenda, we will start with you. 

STATEMENT OF GLENDA FINE, DIRECTOR, PARENTS INVOLVED 
NETWORK PROJECT, MENTAL HEALTH ASSOCIATION OF 
SOUTHEASTERN PENNSYLVANIA, PHILADELPHIA, PA 

Ms. Fine. Mr. Chairman, members of the committee, my name is 
Glenda Fine, and I have a 16-year-old son who has serious emotion- 
al problems. I am also director of the Parents Involved Network 
Project in Philadelphia sponsored by the Mental Health Associa- 
tion of Southeastern Pennsylvania. Parents Involved Network's pri- 
mary goals are to organize self-help advocacy groups for parents of 
children and adolescents who have severe emotional disturbances 
and to train parents to become effective advocates for their chil- 
dren. 

I want to tell you about the serious problems I and other parents 
like me across the country have encountered in trying to obtain 
services for our children. 

The mental health needs and problems of children are diverse in 
nature and intensity. Some children have disorders that respond to 
intervention, diagnosis, treatment, and services. Others with more 
serious, complex disorders and ne'jds often find their tragic plight 
exacerbated by inadequate service systems. We struggle to become 
our child's advocate, often learning how to make the system re- 
spond by a trial and error process. We become overwhelmed, frus- 
trated, confused, and emotionally drained by the process. Many of 
us give up. 

While some very promising changes are occurring throughout 
the country in response to the mental health needs of children, it is 
important for you to know that the range of services are frequently 
unavailable, that there is very little coordination among the sys- 
tems that are mandated to serve our children, and there is usually 
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no plaft to determine which agencies should be responsible for serv- 
ing a particular child. This evasion of responsibility results in long 
delays in providing children with desperately needed services. Con- 
sequently, our children are unserved, underserved, or served inap- 
propriately. 

To illustrate, I would like to relate some of my personal experi- 
ences. When my son Joshua was two years old, I Kept thinking to 
myself that he was not like other children and that something was 
wrong. During this time, our second son was born, and five months 
later my husband died. Joshua retreated into his own little world, 
missing his father and confused because his mother was not happy 
and smiling any more. Joshua stopped talking except for an occa- 
sional whisper of, "Where's my daddy?" He wrapped himself in a 
cocoon because life was just too painful. I still remember weeping 
night after night for my husband and for my little boy who was in 
such distress. I did not know what to do for him; I did not know 
where to go or how to get help. 

My family urged me to have Joshua evaluated by a child psychi- 
atrist. As a result of the evaluation, Joshua was diagnosed as 
having a verj- severe childhood depression and autistic tendencies. 
I was told that his speech would eventually return but that I could 
look forward to a child who would display serioui emotional prob- 
lems. Time passed, and I did the best I could to establish a warm 
and nurturing environment. 

Joshua was five when he entered kindergarten, and this was a 
complete disaster. He was evaluated by the school district psycholo- 
gist and diagnosed as hyperactive and learning disabled this time. 
From the time pf my husband's death until kindergarten, Joshua 
was seen by various psychiatrists, and each one tried a different 
approach and gave a different diagnosis. 

At the time of the school evaluation, I could no longer afford pri- 
vate treatment, and I then turned to my coaity mental health 
system. My first experience was devastating, as I was told that I 
was the cause of my son's problems, and that I needed to be in 
treatment, and that he was perfectly okay. I was incredulous that a 
mental health professional could make this statement after meet- 
ing with me, not wilh my son, for approximately 45 minutes. I 
went to another community mental health center and was put on a 
long waiting list. The phone never rang. 

The following years were filled with disjointed and desperate at- 
tempts to find help for my son. When Joshua was 10, he was hospi- 
talized because of his destructive behavior to himself and to our 
home. The diagnosis was that he was seriously emotionally dis- 
turbed, and he was recommended for a partial hospitalization pro- 
gram, but there were no openings! 

When Joshua was 12, our home life was so chaotic that I feared 
for my sanity and for the emotional stability of my other son. We 
stumbled through daily living with the help, finally, of an excellent 
therapist at a community mental health center. When Mr. Green 
left eight months later for another position, we were once again 
put on a waiting list. 

When Joshua was 13, I approached our county children and 
youth agency asking for any specialized support services they 
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might have available. There was nothing, no respite, no in-home 
services, nothing. 

Mr. Chairman and members of the committee, it was at this time 
that I would have sold my soul for the money to send my son to a 

rivate boarding school with a therapeutic environment for chil- 

ren with serious emotional problems. I had come to the realiza- 
tion that I could not provide the structure and supports that my 
son so desperately needed. 

My next step was to ask the county office of mental health for 
some type of residential treatment for Joshua. He was evaluated, 
and again we had the same diagnosis. The treatment recommended 
was a therapeutic structured environment in a residential place- 
ment. 

I was told that the county mental health system did not provide 
this service and I would have to turn to the child ^^<jlfare system. 
In order for Joshua to be placed in a residential facility, I would 
have to give the state custody of my child. My 12-year nightmare 
had led me to this indignity and humiliation. The state, by assum- 
ing custody of my son, had indicted me. I had not abused or ne- 
glected my child. On the contrary, I had used every bit of my 
energy and wherewithal in a desperate search for help for Joshua. 
He now had to be adjudicated dependent because— and I quote — 
"he was without proper parental care or control." This injustice, 
all too commonplace, ib a grave indictment of our mental health 
system. 

Another family story highlights the problems parents experience 
with the public education system. Richard is six years old and has 
serious emotional problems. Five weeks after entering first grade, 
his parents were told that he could not return to school. Richard 
had been talking about suicide in school, and the school district did 
not feel that they could provide an appropriate program for him. 
He was hospitalized, and, on discharge, the parents wera told that 
the staff was baffled and diagnosed Richard as hyperactive with 
mild brain damage. The school district refused to take Richard 
back and recommended nome-bound instruction. Is this the best 
that our society has to offer a six-year-old troubled boy? 

The Education of the Handicapped Act was passed by Congress 
to end such exclusion of disablea children from public schools and 
to ensure that all handicapi;ed youngsters receive appropriate spe- 
cial education programs from their local school districts. Yet, as 
Richard's story tells us, more often than with any other category, 
children with serious emotional problems are excluded from public 
school programs or are limited to a few hours of home-bound in- 
struction each week. 

To summarize, our troubled children are the casualties of sys- 
tems that do not work or, at best, fall short of addressing their 
complex needs. There is no public mandate for our children's 
mental health needs. 

We believe that our first-hand experiences and perspectives as 
parents of children with severe emotional problems could do much 
to inform legislative policy deliberations and choices about prior- 
ities for our children. Representatives from the Parents Involved 
Network would certainly oe willing to participate in any forum you 
deem appropriate for that purpose. 
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Again, I urge you to listen to parents. We have lived with our 
children, we have information and insight, and we are your best 
untapped resource. 

Thank you. 

[Prepared statement of Glenda Fine follows:] 

Prepared Statement of Glenda Fine, Director of the Parents Involved Network 
Project, Mental Health Association of Southeastern Pennsylvania, Phila- 
delphia, PA 

Kr. Chairsan, Eaesber^ of the cocci ttee. My nane is Glenda Fine and I have a 16- 
year old son vho ha« serious esotional problens. I aa also Director of the Parents 
Involved Network Project in Philadelphia sponsored by the Mental Health Association 
of Southeastern Pennsylvania. Parents Involved Network's pricary goals are to organize 
self-help/advocacy groups for parents of children and adolescents vho have severe 
eootional disturbances. Historically parents of these children have not Joined 
together as have parents of children with other disabling handicaps. Stigaa, parental 
blace and isolation are but a fev of the reasons this has not happened. 

I vant to tell you about the serious problens I and other parents like ne across 
the country have encountered in trying to obtain services for our young children. 

The cental health needs and problecs of children are diverse in nature and 
Intensity. Sone children have disorders that respond to intervention, diagnosis, 
treatcent and services. Others, vith core cocplex disorders and needs, often find 
their tragic plight exacerbated by inadequate service systecs. 

Ve struggle to becoce our child's advocate — often learning how to cake the 
systea respond by a trial-and-error process. We becoce overwheiaed, frustrated, 
confused and ecotionally drained by the process. Many give up! 

While sone very pronising changes are occuring throughout the country in 
response to the cental health needs of children, it is ioportant for you to know 
that the range of services are frequently unavailable, that there is very little 
coordination acong the systecs that are nandated to serve our children and there is 
usually no plan to determine which agency should be responsible for serving a 
particular child. This evasion of responsibility results in long delays in pro- 
viding child "^a with desperately needed services. Consequently, children are 
unserved, underserved or served inappropriately. 
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When cy son vas two years old I Kept thinking to eyseif that he vas not like 
other children and that "socething vas vrong". My husband and our pediatrician 
felt that I vas an over&nxious parent of a first child. Hovever» they did agree 
that Joshua was hyperactive and a very difficult child to nanage. During this 
tice our second son vaS born and five conths later cy husband died suddenly 
Joshua retreated into his ovn little world » cissing his father, confused because his 
cother vas not sailing and happy anyr»)re and occasionally physically attacking his 
sibling. Joshua stopped talking except for an occasional whisper of "where* s 
=y daddy". He wrapped hinself in a cocoon because life was Just too painful. 
I still reaenber weeping night after night for oy husband and for ny little boy 
who was in such distress. I did not know what to dc for his, where to go or how 
to get help. Ky faaily urged ae to have Joshua evaluated by a child psychiatrist. 
As a result of the evaluation Joshua vas diagnosed as having a severe childhood 
depression as well as hyperactivity and autistic tendencies. I was told that his 
speech would eventually return but that X could look forward to a child who would 
display serious eaotional probleas. • 

Tiae passed and I did the best I could to establish a vam and nurturing hoae 
envircnaent. 

At age five Joshua entered kindergarten and this was a disaster. He was 
evaluated by the school district and diagnosed as hyperactive and learning disabled. 
Froa the ttse of ay husband's death until kindergarten Joshua was seen by various 
psychiatrists and each one tried a different ^treataent approach and gave a different 
diagnosis. At the tiac of the school evaluation, I coiild no longer afford private 
treatcent and I then turned to the county mental health system. 

My first experience was devastating as I ves told that I vas the cause of ay 
son's problems and that I needed to be in treatment and that he was perfectly okl 
I was incredulous that a professional could make this stateaent after aeeting 
with ae (not with Joshua} for approxiaately ^5 ainutes. I went to another cotaunity 
aental health center and was put on a long waiting list. The phone never rang. 
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The following years vere filled with disjointed and desperate attempts to 
find help for son. 

When Joshua vas ten he was hospitalized because of his destractive behavior 
to hicself and our hore. The diagnosis was seriously. eaotloixaiiy disturbed 
and he was recomended for a partial hospitalization progran. There were no 
openings! 

When Joshua vas 12 our hose life vas so chaotic and life was like waiting for 
a tine bosb to explode. I feared for «y sanity and for the ecotional stability 
of ay other son. We stusbled through daily living with the help, finally, of an 
excellent therapist at a cosruaity cental health center. When Mr. Green left 8 
months later for another position ve were once again put on another vaiting list. 

When Joshua vas 13^5 I approached our county children and youth agency asking 
for any specialized support services they night have available. There vas nothing! 
Ko respite, no in-hoze services, .. .nothing. 

Mr. Chairsan and neabers of the coisaittee. .it was at this tine that I would 
have sold ay soul for the coney to send ay son to a private boarding school with 
a therapeutic envlronzent for seriously ezotionally disturbed children. 

I case to the realization that I could not provide the care and. supports 
that =y son so desperately needed. Ky next step was to ask the county children 
and youth agency for scce type of residential treatment facility for Joshua. 
Joshua vas evaluated with the same diagnosis. The treatment recommended vas a 
therapeutic structured environment in a residential placement. I vas told that 
the county cental health system did not provide this service and I vould have 
to turn to the child welfare dependency sydtea. In order for Joshua to be placed 
in a residential facility it was necessary for me to give the state custody of ny 
child. 
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My 12 year night=are had led ce to this indignity and huailiation. The state 
by assualns custody of cy son had indicted re. I had not abused or neglected ny 
child. On the contrary, I had used every bit of my energy and where-with-all in 
a desperate search for help for Joshua. He now had to be adjudicated dependent 
because, and I quote, "he vas without proper parental care or control". This 
injustice, all toe cocsionplace, is a grave iidictsent of our cental health systea. 

Another fanily's story highlights the problems parents experience with 
the public education system. 

Richard is 6 years old and is seriously emotionally disturbed. Five weeks 
alter entering first grade his parents were told he could not return to school. 
Richard had been talking about suicide and the school district did not feel they 
could provide an appropriate program for him. He was hospitalized and on discharge 
the parents were told that the staff vers baffled and diagnosed Richard as hyper- 
active with very mild brain damage. 

The school district refused to take Richard back and recommended homebound 
instruction. Is this the best that our society has to offer a 6 year old troubled 
boy? 

The Education of the Handicapped Act was passed by Congress to end such 
exclusion of disabled children from public schools and to insure that all handi- 
capped youngsters receive appropriate special education programs from »,heir local 
school districts. 

Yet as Richard's story tells us, more often than with any other category 
of disabled children, seriously emotionally disturbed children are excluded from 
public school programs or are limitei to a few hours of homebound instruction 
each week. 
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To sussarlze« our troubled children are the casualties of systeas that do 
not work or at best fall short of addressing their cosplex needs. In your efforts 
to legislate and fund better systems of care I urge you to listen to parents. 
We have lived with our children — ■ ve have inforaation and insight — ve are 
your best untapped resource! 

Thank you. 
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Chairman Miller. Ms. Gaunt. 

STATEMENT OF JEAN GAUNT, FOSTER PARENT, INDIANAPOLIS, 

IN 

Ms. Gaunt. Thank you. 

Mr. Chairman and members of the committee, my name is Jean 
Gaunt, and I am the mother of an adopted child who suffers from 
some emotional problems, as well as a foster mother who has cared 
for chDdren suffering from emotional problems. I would like to 
share my son Jason's story with you. 

Jason was removed from his birth home for severe abuse and ne- 
glect at age three. Between the ages of three and six, Jason was 
placed in 10 placements, 8 foster homes, and 2 failed adoptions. At 
age six, Jason was diagnosed by two therapists with differing 
views. At age six, he was also placed into my foster home. At age 
seven, a pediatrician misdiagnosed Jason. At age eight, a neurolo- 
gist wouldn't recommend referral to the children's hospital in Indi- 
anapolis. At age eight, the school labeled Jason as emotionally 
handicapped. His therapist said he had learning disabilities. 

Our family moved a number of times to get services for Jason 
when he was eight and nine. At eight, we finalized the adoption. At 
age nine, Jason was tested and placed as learning disabled at 
school. At age nine, Jason was referred by another pediatrician to 
the school's hospital, where this time he was tested, diagnosed, and 
treated, and the doctor said that Jason was hyperactive. 

We have continued with Jason's therapist for his entire place- 
ment even though the therapist has moved twice as well. We have 
experienced problems with the system. For example, Jason wan- 
dered around, was found by the police, and was placed in an emer- 
gency shelter. Therapists for Jason feel Jason is not hyperactive 
but is displaying strong tendencies of an emotionally handicapped 
child. Jason will be ten years old next month. His therapist says 
we can only wait to see what happens. 

Please turn to pages 12 and 13 of my report on Ricky. Ricky is 
another example of a foster child who was adopted. Ricky was re- 
moved from his birth home for abuse and neglect at age four. No 
services were pro^dded for his birth home. Ricky bounced from four 
foster homos, five temporary shelters, and three failed adoptive 
placements from age four to ten. At age 10, he received his first 
counseling until the age of 12. Therapists felt he was mentally de- 
layed. Ricky's adoption in his fourth home was finalized. At age 12, 
therapists diagnosed Riclq^ was depressed. The adoptive mother 
said no appropriate intervention was offered to him or their family. 

At age 12, Ricky attempted to molest his physically disabled 
sister and one other and left home for seven institutional place- 
ments, two residential placements, and two emergency shelter 
placements, including some of out of State, in order to get a thera- 
peutic setting. One of the institutions at age 12 implied Ricky had 
a character disorder but advised the parents not to share it in 
order for them to find a placement for Ricky, as all facilities he was 
aware of did not take children with character disorders because they 
didn't provide a therapeutic setting in our state. 



15 



At age 12, Ricky was acyudicated in order for his parents to get 
services for Ricky. During ages 12 to 18, three institutions diag- 
nosed Ricky as having a character disorder and sociopathic tenden- 
cies. Some found him untreatable. Reports from one said Ricky saw 
himself as beyond the law. Tomorrow, Ricky will be officially re- 
leased as a ward of the court, and his service has been nil. 

I see many parallels between Jason's and Ricky's lives. By the 
way, last week we found burnt matches and paper iu our basement 
from our son. Yet I feel encouraged, and things are improving for 
these emotionally handicapped children through some programs 
that I have heard about. First of all, Jason was one of the first spe- 
cial needs adoptions, which helped with some of our medical ex- 
penses. Also, I have just recently become aware of a new program 
called CASSP. This program gives me great hope that something 
can be done through teamwork. 

I was also present at a Families As Allies conference last month 
where birth parents from nine states gathered with professionals 
to share ideas on defining and breaking down barriers as they saw 
them for the emotionally handicapped children. 

Indiana listed their barriers as the following: number one, unsta- 
ble and inadequate resources for severely emotionally disturbed 
children; number two, lack of advocacy efforts; three, lack of co- 
ordination and cooperation among Government agencies; four, un- 
willingness of service providers to tolerate advocacy and the insti- 
tutional refusal to be accountable; five, lack of parental support 
groups; six, difficulty in assessing care; and, seven, lack of parental, 
public, and professional awareness of the needs and the rights of 
the severely emotionally disabled. 

As a parent and foster parent, I developed a Rairden Resource 
Center for Foster Care to assist foster parents to locate services, in- 
cluding those for the emotionally handicapped children in the Indi- 
anapolis area. I also advocate for Federal regulation of the number 
of children in caseloads of a caseworker across the nation. 

I feel encouraged in my state because my state is willing to in- 
clude its foster parents as team members to improve training in 
the near future, to care for children with emotional problems, as well 
as to be supportive to foster parent associations, which provide 
support for parents of these children. 

Thank you very much. 

[Prepared statement of Jean May Gaunt follows:] 
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Prepared Statement of Jean May Gaunt, Foster Parent, Indianapous, IN 

I uant to thank the members of this conmittee for the 
opportunity to share uith you as a foster perent. I have seen 
many things that as e regular parent I uould not have had the 
opportunity. Uhlle ue in this country ere consumed uith the 

issues of AIDS and Oliver North because they are issues that seem 
immediate and pressing. I have witnessed over these lest fourteen 
yeers en urgency that has been hidden in society. The other 

day my daughter said to me "Mom? Uhy ^co you a foster parent?" 
When I became e foster .perent I told everybody thet it ues to save 
children, but when my deughter esked me thet question, I hed to 
stop and re-exatnine uhy I uas a foster parent . I em not a foster 
perent to save the child today. Yes I am, but its more then Just 
that. It's also to save femilies. Femilies aro in crisis es 
never before. Family units ere eroding to the point that 
irreversable damage is being done to our children. Whet 
frightens me most is that ue are not taking care of the problem, 
ue ere ignoring it, end as e result ue have children like Ricky. 
I suggest that you take a long look et the materiel I've included 
ebout Ricky in a fact sheet et the end of this report. It 
represents a time line of his entering the system end the ('.oilers 
and time spent on Ricky. 

Kou many children should go through tiuentyseven placements? 
It seems extreordinary does'nt it? It is not, though. Ricky 
represents or is more typical than ue uould like to believe. 
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Ea it niche 1q or nonnu cr Jessaa cr even Jason, my oun adopted son, 
in foster caro they are becomino more the rule tfion the exception. 

Their families have beun Tiled upon. They have not been 
serviced, Thou bave not been treated with dipnity. They hava not 
received tho adequate help they dosperntely r.eed to remain intact 
aa a family. Ue have taken these children out of the birth homes, 
thrown the^ in foster homes and in much of the nation there is not 
enough adequate training for the foster homas It is loft up to 
the foster parent to seek it out. There is a despbrato need 

to educate our foster homes to understand the problems o? their 
fostsr children and just not symptoms. Then not to contribute to 
their problems, and last when possible to encourage growth and 
nurturing to occur for re-unification back into the birth ha»a. 
nang tines we see children move back and forth through the system 
because of the lack of understanding of the dynamics involved. 

Uhat this has become affectionately known as is the Foster 
care drift; the drifting of children in and out of ton to fifteen 
placements. Is it any wonder that children become nJre 
emotionally impaired. 

nany times children go through the adoption process and still 
continue to bounce in and out of placesients. Approximately, forty 
percent of our placements in our home in the last fivfi usb^s have 
been adopted children that were either struggling in the adopted 
home. Going back to Ricky, I would note that in all the 

twenty-seven placements that Ricky has experienced, he has never 
been treated for the sexuolly acting out, or his social pathic 
tendencies that have been identified. Please look et his ^ime 
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line for placononts^ it is a cycle » round and round, Just bouncing 
from foster home to foster homo and institution to institution and 
back and Forth never returnitvj to his birth homo. Ricky was never 
really serviced. If left in his birth homs^ uo doubt if he would 
be worse, than what he is today. I can tell you what ho is. He is 
like many like of our other children we have had in our home 
without social conscience bccai'se they have not bonded. If we 
don't uet to tham while they are still young wo will continue to 
not only have the Steven Judys' and David (Joods* uho I am more 
familiar with because the man ho murdered was within five milos of 
my home and his sister resided in my home for several years. 

You read about than in your papers back homo. You miy not 
''now who your new noighbor is next door. Thog will look like you 
and I but theg will not have a sense* of conscientiousness that you 
and I have, tho 

values in society. Uo will have to deal with it. Ue are 
currently dealing with it now in our correctional facilities but 
we can not build the Jails as fast as will bo needed if we don't 
take the time to realize and halp work for a solution. 

I also might suggest that wo not Just looking at funding. 
I* would strongly advocate that we taka a look at our 
departments* agencies, and programs that now dXist end their 
coopsration and coordination with one another. 

Birth homos are people that need lifted up. Do you know 
Ricky's birth homo is in tack and has not had any charges filed on 
them and if serviced in his birth home Ricky may not have been the 
boy that will be let out of the system tomorrow morning. 
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Fanilios with children having amotionai handicaps undor tha 
bast circumstoncBs noed services. When famiiien are pieced under 
less then ideei circumstances with these children wo see families 
breaking up furthering the emotional problems of tho child as uell 
as the familu. Wo have witnessed first hand the core and concern 
for children with physical handicaps and also tho hurt and scorn 
from the lack of services bu schools and sociotu with the 
emotionallu handicapped chi Id . Foster Parents are there to 
respite and help. Foster parent education should be cnandatoru in 
every state. 

I urge Congress to take a look at the caseloods that 
caseworkers are handling. I have epoken directly uith caseworkers 
from Cleveland that had caseload of 110 . Uhile Indiana regulates 
their caseloads to 55 uhich is only an average. 

That is noc servicing of children. Children's Bureau is 
recommending caseloads of 50 to 30, I believe. We have watered 
the soup down so low that there is ^ery little nourishnent left. 
I have great empathy for those caseworkers that are overloaded and 
the difficulties that lead to high turnover rates because ue give 
them Mission Impossible. But I em not giving up hope because I a» 
seeing people beginning to cooperate. There was a time when there 
WBS no communication. 

We are beginning to recognize the need for novo 
specialized foster homes instead of more restrictive settings. 
Specialized foster homes receive extensive training. We 
personally wont thru three years of training in a pilot program 
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prosantod In Nortboostorn Indiana under Wayna Kapnar, 

I have Just recontlu becane aware of a new program called 
C,A,S,S,P. through uorklng with Parents As Allies, This program 
has Given mo neu hope that something can be done, that the susten 
is'nt so largo that uo can't still keep our agencies Intact, 
revitalize ^hem and redirect them toward uorklng with one another. 
It la nocossaru to get beyond turf Issues end concentrate on 
solving problems and providing adequate services to children and 
families. 

Having fostered children for the last fourteen ucors, I 
have ,,boco«o a tean member and team leader, Tvo called team 
meetinos that included mgself, cau>«orker, probation officer, 
therapist, guardian ad litem, and school representative, and can 
say it is possible to get beyond turf Issues, As a result some of 
our worst senarlo foster children have had successful re- 
unifications end or have experienced positive behavior changes, 
I was at a Parents As Allies conference lost month uhore birth 
families from nine states gathered with professionals to share 
ideas on defining and breaking down the barriers they saw for 
their emotionally handicapped children, I have included those with 
my report, Indiana la the crossroads of America, Ue are a 
cross section of America, Uhen ue IJft o child ue help that 

child but uhen ue lift families uo still lift that child as well. 

Your committee Is able to lift families across Acierlca, It Is 
my hope that bolng hero today 1 can encourage you to continue to 
do so and also to stress the Importance of specialised foster 
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hoM9, tha da- institutionalization of chlldron, and the Importance 
of the team concept across the board. 
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Goals of Che Fanilies as Allies 
T&nnessoe 



1. tack of organized advocacy: 

A. Knowledge of the system and how it really works 

B. Use of nedia 

C. lack ot data 

D. Lack of coalitions and other groups 



2. fervicc delivery oroblens: 

A. Lack of a canplcte systen of care 

B. Lack of training of professionals 

C. Structural problens within state govenwent 

D. Other funding priorities 



E. Lack of continuity in the treatment of childrens* issues (programs chanaina 
f/cm one acbiinistraticn to another) 

F. Need for more niral programs 

G. coordination problems 

H. No camissioner serving directly the issues of children and their families 

I. Poor quality control and a failure of professionals to take responsibility 

for failure (a general lack of progress on 'turf* issues) 
J. Problws with the school systen 

3. Problems of attitude and perception: 

A. Blaming/fear 

B. Lack of adequate knowledge concerning emotional problems 

C. No recognition of children's needs (and a general disinterest in their 

problons) 

D. Coniminication probleais 

E. lack of proper training (professionals) regarding the treatment of children 

Jmd thoxr families. 

4. Family/Parent support* 

A. Need for organized groups 

B. Lack of respect for families and the need for camamication 

C. Need for respite care 

D. Lack of knowledge of the systen 

E. Need for improved cccimmication and coordination (a 'team approach* between 

professionals and families) 

5. Need for innovations in funding and resource allocation: 

A. -More that just sUte money" 

B. Need to loc^ closer at local charities (etc.), utilizing every available 

V3y to allocate resources (approaching both the private and public 
sectors* and at all levels) *^ 
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Illinois 



1. Lack of knowl edge, coanunicat ion, and coordination between parents, professicn- 
als, agencies, prograns, and inter-agency netvorking). 

A. Myths (re J parents) 

B. Parents'/Professionals* lade of knowledge and resources 

C. Lack of cairwnity services due to "Confidentiality Law" 

D. Level of trust between professionals and parents 

E* Conflict between professionals (their attitudes toward parents and the 
needed treatment) 

F. Lack of state coalition 

G. Professional detachaent 

H. Professionals' concern (re: lack of parent involveraent) 

I. Service providers "passing the bucSc" (mandating services only by the 

'letter of the lav' and a general lack of inter-agency cooperation 
coxTunication) 



2. Lack of appropriate educational programs, services, and legal ronedies for 

children and their parents. 

A. Inadequate intermediate services 

B. Lack of cat^rehension of the degree to which a problem imist be (before 

it is even addressed or acted upon) 

C. Parent skills to evaluate resources (need professional guidance and treat- 

ment) 

D. Restricted or inconsistent allocation of resources at all levels of govern- 

went (i.e.— schools, county services, etc.) — 

E. Sciiool administration's acceptance of role as the acadeaic supporter 

of the child 

F. Lack of parent support-groups 

G. Inadequate legal intervention 

H. Professional refusal to place children into special programs 

I. Lac3< of appropriate intervention at an early age 
J. Lack of public awareness and publicity 

K. Lack of appropriate services (especially to minority families) 

3. Lack of needed funds and/or an inappropriate allocation of existing funds. 

A. General lack of financial resources 

B. Professional awareness and education as to the finer points of insurance 

policies and other family-oriented fiscal natters 
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Michigan 

1. Inappropriate attitudes tovards enotionally-iEpaircd children and their families 

2. Govcnrr«nt agencies neglecting the role of parents as allies... 

3. Coordination of services... 

Ohio 

1. Funding issues... 

2. Early intervention/prevention (the iac3c of respite care,an inneaiate 

access to services/severe lade of legislative support)... 

3. NetvoDcing of service providers... 

Minnesota 

1. "Shazae/Slane syndrome" — patron izat ion of families by service profession- 

als... 

2. Lack of systcsn flexibility... 

3. Lack of education by professicnals;also, the existence of professional 

insecurity in referring and assistance... 

Wisconsin 

1. Prioritizing of funds and fiscal incentives... 

2. Perception of parents as uncooperative and uninformed... 

3. Lack of a clear, central state philosophy regarding exactly vhat services 

should be and hov they should be provided... 
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Kentucky 

1. Parent-professional coalitions (advocacy and support and understanding)... 

2. More funding for services... 

3. More connunity-based services to prevent, in the end, institutionalization... 



West Virginia 



1. Better connunication/ined^anisRS for parental input... 

2. Sntrer programs (not just vithin the educational systcni)... 

3. Inter-agency accounting (or responsibility) for the problems... 

4. Lack of trained service pjxviders... 

5. Resource hot-line approadi providing information to parents needed... 

6. More resources on a county by county basis;and,the delivery of these 

services in a systematic fashion. 

7. "T&adiers (and other professionals) need training in developcienbal psy- 

chology, theory,etc. (and,inore inservice training)... 

8. Cccisunity avarcness and responsibility in concert vith greater advocacy 

vithin the legal and legislative structures... 

9. Cooperation: a need-for- Partnership in Planning services for Children 

(Financial innovations for bringing children back hoBsa) . . . 



Indiana 



1. Unstable/inadequate resources for S.E.D. 

2. Lack of advocacy efforts... \ 

3. Lack of coordination and cooperation asiong goveriment agencies... 

4. Unwillingness of service providers to tolerate advocacy and the institut- 

ional refusal to be accountable... 

5. Lack of parent support-groups... 

6. Difficulty in assessing care... 

7. Lack of parental, public, and professional avarcness of the needs and rights 

of S.E.O. 
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Jean M. Gaunt 
307 S« Audubon Rd. 
Indianapolis, In. 46219 
(317) 357-8022 



Parent- five children ages 8-16 (one adopted) 

Foster Home - fourteen years. Specialized Foster Homefive years 

Parented- living in a major metropolitan area- Indianapoli 

living in a suburb of medium sized city- For^, Wayne 

living in a snail town- Garret 

living On a snail rural farm in Dekalg County 

Activities- 

~Tarent8 in Action Advisory Committee for IPS 
Marion County Foster Care Task Force 
Marion County Advisory Committee on AIDS 

Indiana Foster Care Association, Board of Directors-lst Vice Pres 
F«mi]jtesas Allies 

Indiana Chapter of the Association for Persons with Severe Handicapps 
Civilian Volunteer Police Officer for the Indianapolis Police Dept. 
National Foster Parent Association 
Rairden Resource Center for Foster Care-Director 



Types of children cared for- 

unwed mothers 
suicide 

emotionally handicapped 
physically handicapped 
learning disabled 
mentally handicapped 
minorities-Asian, Spanish, Black 
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RICKY 





Cost 


Placement # 


Placement 


Counseling 


0-4 


0 


X 




Birth Home 


none 




* 


2 


two months 


Guardian Home #1 


none 


5-6 


$1,712 


3 


one year 


Foster Home ^1 


none 




480 


4 


three months 


Foster Home ^2 


none 


7 


0' 


5 


three months 


Adoption Home 


none 




it 


6 


three months 


Guardian Home ^2 


none 




480 


7 


three months 


Return to Foster #1 


n.one 






8 


three months 


Guardian Home #3 


none 


8 


0 


9 


six months 


Adoption Home 42 


none 




ic 


10 




Guardian Home 


none 




1.712 


11 


one year 


Foster Home ^1 


none 


9 


574. 


12 


four months 


Adoptive Home #3 


begun during 
last month 




it 


13 


three months 


Guardian Home #5 


none 


10-12 


3424 


14 


two years 


Foster Home #3 began again 
Foster placemnt #5 
Turns into Adoption #4 


13 


36,000 


15 


six months 


Institute H 26hr 
4hr 


. by nonpro- 
fessional 

. by profes- 
ional 




0 


16 


nine months 


Adoptive Home #4 


cont . 


14-15 


53.000 


17 


two years 


Institution ^2 


20hr total 
without for 
7 months 


RECORDS REVEAL 


AT THIS 


POINT AN ERROR 


ON BIRTH CERTIFICATE OF 


ONE YEAR 


14 


8,460 


18 


seven months 


Residential Homei?l 


3/one hrs. 


14%-16% 68,620 


19 


two years 


Institution ^3 


208 hrs. 
group 
52 private 




3,840 


20 


two months 


Residential Home #2 


none 
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Ricky-2 

A&e Cost Placeinent8 # ^ Placement CounseHng 

* 21 one month Guardian Home #6 none 

* 22 four days Juvenile Center given 3 test 

Correctional Facility costingUOO 
to parents 



* 


23 


7 


Guardian Home ^1 


none 




2A 




Youth Center #1 


none 




25 




Juvenile Center 


none 


* 


26 


NOW 


YMCA 


none 



* unable to find cost 



THIS CHILD HAS BEEN DIAGNOSED TO BE A POTENTIAL THREAT TO OTHERS AND 
IS TO BE RELEASED WITH OUT TREATMENT FOR HIS SEXUAL MISBEHAVIOR AND 
IS DIAGNOSED UNTREATABLE. HE WILL BE RELEASED AS A WARD OF THE COURT 

TOMORROW 
July 15, 1987 
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HOUSE BILL 1405 
(Summary) 

(House Bill 1405 vas enacted by the 1987 General Assembly) 
HISTOR Y 

House Bill 1405 evolved out of the vork of the S.B. 430 Task 
Force. This Task Force vas put in place by legislation 
passed in the 1986 General Assembly. The Task Force vas 
appointed through the Interdepartmental Board. It's task 
vas to determine the availability of services for children 
vith a diagnosis of emotional disturbance and to identify 
the service gaps that need to be addressed. The Task 
Force vas mandated to report directly to the Legislative 
Service Agency vith findings on hov services could be better 
coordinated among state and local agencies. The Task Force 
met bi-veekly through the summer and fall of 1986 and 
recommendations were presented to the Legislative Services 
Agency . 

House Bill 1405 vas vritten by the Legislative Services 
Agency to tie state and local agencies together. The goals 
of House Bill 1405 are to 1) provide coordinated services to 
children and youth, 2) reduce the use of restrictive care and 
3). increase the availability of community based programs. The 
primary sponsors vere Representative Ray Richardson (R) 
Greenfield, Representative Dennis Avery (d) Evans vil leV 
Representative stan Jones (D) West Lafayette, Representative 
Brian Bosma (R)- Indianapolis, Senator Roger Jessup (R) 
Summitville, Senator Katie Wolf (D) Monticello, Senator 
Robert Hellman (d) Terre Haute, and Senator Thomas wyss (R) 
Fort Wayne. 

PROVISIONS 

Sections One and Five of the Bill are designed to ensure 
more appropriate use of state psychiatric hospitals for 
children. The Task Force identified problems of responsible 
county agencies refusing to assume vardship of children vho 
have been hospitalized in state institutions vhen the 
children had reached maximum benefit from the 
hospitalization and vere ready for discharge. These tvo 
sections assure that the Department of Mental Health vill 
not charge the county velfare departments for state 
hospitalization of vards, and the county velfare departments 
vill assume vardship of the children upon discharge from 
state hospitals. 



' 0-88-2 
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Chairman Miller. Thank you very much. 
Dr. Saxe. 

STATEMENT OF LEONARD SAXE, PRINCIPAL AUTHOR, OFFICE OF 
TECHNOLOGY ASSESSMENT REPORT ON CHILDREN'S MENTAL 
HEALTH, AND ASSOCIATE PROFESSOR AND DIRECTOR, CENTER 
FOR APPLIED SCIENCE, BOSTON UNIVERSITY, BOSTON, MA 

Dr. Saxe. Thank you. Chairman Miller. Thank you for holding 
these very important hearings. I have submitted a statement for 
the record, and I will try to summarize it very briefly. 

The OTA report documents what has long been known. The ma- 
jority of children with mental health problems fail to receive ap- 
propriate treatment. Many of the perhaps 8 or 9 million children 
in need of mental health treatment receive no care; others, perhaps 
50 percent, receive inappropriate treatment. The shame of the 
present system is that we know how to do better. It is not simply a 
question of scarce resources. 

There are several reasons for our current predicament, but one is 
central, how we pay for mental health care. Rather than children's 
needs being paramount, treatment is driven by the health care fi- 
nancing syptem. This system forces hospitalization of children and 
fails to support community-based services. If we are to develop a 
more responsive system, the system will have to focus on children 
as individuals. Instead of avoiding responsibility, we will have to 
emphasize prevention and treatment in the least restrictive setting. 

Children s mental health problems result from an interaction be- 
tween a child's own condition and the child's environment. A wide 
array of psychopathology can affect children from infant's prob- 
lems, such as failure to thrive, to school-age problems, such as hy- 
peractivity, to adolescent problems, such as depression and drug 
abuse. The child's environment can exacerbate these problems, can 
help in their resolution, or can precipitate them. 

Treatment needs to be as complex as children's problems, yet it 
is not, at least as the system is available to a typical child. There 
are a number of treatment choices, but particularly important is 
the treatment setting. Whether the child is treated as an outpa- 
tient, whether in a private office or group home or in a residential 
facility such as a hospital, the treatment setting affects outcome, 
and the treatment setting very much affects the cost. 

Unfortunately, selecting a treatment setting is typically based 
not on the needs of the child but on the insi'^^ance available to the 
child or the availability of public programs, as a result, a dispro- 
portionate amount of treatment resources are directed at the ex- 
tremes, individual outpatient treatment or inpatient hospital treat- 
ment. 

Some changes to the health financing system may only com- 
pound the problem. For example, implementation of prospective 
payment, based on DRG's [Diagnosis Related Groups], fails to take 
account of the child's overall situation. The result may be restriction 
of treatment to hospitals or denial of treatment. 

There are, however, some encouraging developments. For exam- 
ple, the State of North Carolina is collaborating with DOD at Fort 
Bragg to build a network of coordinated child-mental-health serv- 
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ices. CHAMPUS, the military dependent insurance program, cur- 
rently spends over $2.5 million per year at Fort Bragg to treat 125 
children on an inpatient basis and another 55 children outpatient. 
Under the demonstration that is being developed, it is projected 
that 800 children, 4 times as many, can be served for the same 
amount of money. 

Undoubtedly, part of the problem is the inadequacy of resources. 
Even relative to other health and mental health populations, chil- 
dren are short-changed. The benefits of helping children should be 
obvious. The troubled children we neglect today are going to be the 
troubled and costly (to society) adults of tomorrow. We can do better. 

What is probably most important is to establish the principle 
that children have a right to mental health treatment. Establish- 
ing that right, perhaps using Public Law 94-142 as a model, would 
be an extremely important step. There are also a host of specific 
policy changes that should be considered, and I will run through 
a quick list. 

First, spend the set-aside provision of the ADM block grant to 
ensure funding for children's services; second, institutionalize 
NIMH's efforts to *id states in planning children's mental health 
services; third, expai i prevention efforts through grants and set- 
asides; fourth, ensure that funds are available for research on chil- 
dren's mental health problems; fifth, review Federal health pro- 
grams to ensure that coverage for children's mental health disorders 
provides appropriate treatment; do likewise and provide incentives 
for private insurers; sixth, increase to at least 1981 levels direct 
Federal support for children's mental health programs; seventh, de- 
velop a demonstration program of alternative treatment systems 
for participants in government health programs; and, finally, 
eighth, coordinate children's mental health services and programs 
across Federal agencies. 

No single policy change is likely to resolve the problems of our 
current mental health system for children. The perceived intracta- 
bility of the problems, however, should not cause us to shrink from 
our responsibility. There is an urgent need to close the gap between 
what we know about aiding children and what we are doing. 

Thank you, Mr. Chairman. 

[Prepared statement of Professor Leonard Saxe follows:] 
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Prepared Statement of Leonard Saxe, Principal Author, OmcE of Technoloqy 
Assessment Report on Children's Mental Health, and Associate Professor and 
Director, Center for Appued Science, Boston University, Boston, MA 



Chairman MiUcr and Members of the Committee: 

I am pleased to appear today to discuss the problems of eare for 
childreo with mental health problems. I am Professor Leonard Saxe, a 
psychologist on the faculty of Boston University and Director of the 
University's Center for Applied Social Science. I am the principal 
author of i recent Congressional Office of Technology Assessment (OTA) 
background paper, 'Children's Mental Health: Problems and Services,* 
prepared at the request of the Senate Appropriations Committee. This 
report is the latest in a series of a reports I developed for OTA on 
the costs and effectiveness of mental health treatment. 
Provision of Appropriate Care 

Our OTA report documents what has Ions been known - that the 
majority of children with mental health problems fail to receive 
appropriate treatment. Many of the six to eight million children in 
our Nation who are in need of mental health interventions receive no 
eare; other children, perhaps $0% of those in need of treatment, 
receive care that is inappropriate for their situation. Mental health 
treatment for children is often provided piecemeal, is disconnected 
from the child's everyday situation, or is disruptive to the child's 
on-going family and school relationships* The shame of the present 
situation is that we know how to deliver appropriate treatment 
services, but fail to do so. It is not simply a question of scarce 
resources; in fact, although more resources are needed, wc do not 
spend our precious resources for children well 

The reasons for the present inefficient and ineffective system 
are many, but one is increasingly central: Our methods for paying for 
mental health circ. Rather than childien's needs being paramount in 
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dcsidlns whether and what type of treatment will be proffered, 
treatment decisions are increasingly driven by the health care 
reimbursement system. iVii system is forcing hospitalization of 
children, even when there are more effective and leu expensive 
alternatives. The system does not provide the continuity of care and 
provision of out-patient services that should be the central feature 
of a mental health system. The reimbursement system is distorting 
conceptions of mental health in an attempt to control health costs. 
It IS neither succeuful in controlling costs or in providing adequate 
services. 

If we are to develop a mental health treatment system for 
children that is responsive to their needs, we arc going to have to 
redesign it thoroughly. The focus will have to be on children, as 
individuals, who live within a family and a community. Our goals wilt 
have to change from avoidance of responsibility for providing services 
until a problem becomes •serious*, to one that emphasizes prevention 
of mental health problems If problems are manifest, the child should 
be treated In the least restrictive setting possible and with 
techniques appropriate to the child's situation. 

One of the underlying reasons that we have allowed the 
reimbursement system to govern care for children with mental health 
problems Is that our treatment system incorporates a fundamental 
misconception about children's problems - principally, such 
difficulties arise from both the child's physical and social 
environment. Based -on my work for OTA, 1 would like to offer a 
somewhat different view of the nature of children's problems and the 
services available to treat such problems. This is the context within 
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which deeisi'oos about restruetun'ns the funding of children*} mental 
health services can be made. 
Nature of *JbL 

Children's mental health problems result from an Interaction 
between the individual child's vulnerability to mental health problems 
and the haxards of a child's environment. Children are highly 
dependent on their environment; this, the nature and course of 
disorders that they have depend both on the child and the stresses or 
support from their family, sehool, and neighborhood. 

A wide array of psychopatholoty affeets ehlldrea. For example, 
infants can suffer froc problems such as failure to thrive, while 
younj sehool*age children may experience school phobia, chronic 
problems with attention and hyperactivity, difficulties with peer 
relations and control of aggression. In tdolcjcencc, childrens' 
disorders look more like those of adults (although their treatment 
needs differ) and Include depression, suicide and abuse of dru£t, 
alcohol and other substances. Often, multiple problems appear la an 
Individual child. 

The child's environment plays a crucial role in mental health 
problems and can either exacerbate particular problems or help in 
their resolution. The environment may even be the precipitating cause 
for a mental disorder. Poverty, minority status, parental 
psychopathology,"maltrcatment, and the effects of divorce, arc but a 
few of the environmental factors which can lead to or aggravate mentsi 
health problems In children. 




35 



The complex ehtld^CDvironmeDt reUtiODShip has a number of 
implications. It suggests the need for multiple forms of treatment 
and interventions that address both the child and the ch!Id*s 
context. It argues against an emphasis on diagnosis^based systems 
which establish treatment planning on the symptomatology of the 
child. It argues for a mul(i*layered coordinated system of care with 
an emphasis on prevention of mental health problems. 
Treatment 

Treatment should be as diverse and complex as children*s mental 
health problems, yet it is not, at least as the system is available to 
a typical child. Mental health treatment runs the gamut from 
school*based interventions desisned by mental health specialists, but 
Implemented by teachers, to hospital treatment supervised by 
psychiatrists and other mental health professionals. Probably the 
most common mental health treatment Is psyehotherapy, provided on an 
out'patient basis by psychiatri{ts« psychologists, or social workers. 
Such treatment takes on a number of forms, Ineluding group therapy and 
family therapy, and is sometimes combined with other treatments, sueh 
as the use of drugs. 

Probably more important for policy purposes than the type of 
treatment Is the setting In whieh It takes plaee. Individual 
treatment can take place virtually anywhere, from a mental health 
practitioner's private office to a hospital ward. Because dealing 
with a child's environment Is a crucial part of treatment, the choice 
of setting is essential. Whether the child Is provided assistance on 
an out*patIent basis or as a hospital inpatient Is central, both In 
terms of outcomes for the child and for the cost of treatment. 
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Often overlooked in discussions of children's mental health 
policy is that the treatment system is far more variegated than 
outpatient vs, inpatient treatment. In fact, there are a vast number 
of treatment setting models for children, including day hospital 
treatment, group homes, therapeutic respite care, and various ways of 
delivering outpatient treatment through schools, health centers, 
juvenile justice centers, and mental health settings. Ideally, the 
choice of setting should be based on an assessment of his/her family, 
school and medical situation. 
Reimbursement 

Unfortunately, selecting a treatment setting is typically based 
not on the needs of the child, but on the insurance available to the 
child or the availability of public programs. Currently, 
disproportionate treatment resources (both public and private) are 
directed at the extremes - individual outpatient treatment at one end 
of the continuum and inpatient hospital treatment at the othtr end. 
There are. to be sure, important differences across states, 
differences between rural and urban areas, and most importantly, 
socioeconomic differences, but the basic distortion in where resources 
are placed affects virtually all children. 

Consider, for example, a child whose behavior becomes 
increasingly aggressive and bizarre at school, partly as a result of 
abuse at home from his or her overwhelmed young, working single 
mother. The child, having experienced ongoing difficulties from 
birth, is learning disabled as well. The child may not be able to 
remain at home and requires mental health services in addition to 
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Child protection services. Ideal imcediate treatment mt^hl include 
brief placement of the child with a professional parent and intensive 
crisis intervention involving mother, child and teachers. Longer-term 
intervention might include intensive day treatment services providing 
a therapeutic environment to the child along with a parents' support 
group for the mother. 

Yet, this range of services is often not available to the child 
and mother - they do not exist or there are not funds (e.g., private 
insurance. Medicare) to pay for them. Because the only service that 
is reimbursable may be hospitalization, there may be no other option 
available. This is unfortunate, because it is more intensive 
treatment than the child nveds and is inefficient in such a case. 
Once a child is hospitalized, such functions as parent support and 
work with teachers become difficult both because of the isolation of 
the hospital from the community and because of the difficulty of 
paying for such services in a system based on reimbursement of direct 
treatment methods. 

Changes to the health care reimbursement system, to prevent 
overuse of hospitalization, are only compounding the problem. Thus, 
for example, implementation of the Prospective payment system based on 
DRGs (Diagnosis-Related Groups) fails to take account of the child's 
overall situation. The payment attendant to the diagnosis - based on 
an unreliable estimate of length of stay in the hospital and, 
probably, more benign cases would not support sufficient 
therapeutic work with the mother and the school. The child eventually 
may be "dumped out* of the hospital. This often occurs without 
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adequate followup care, perhaps because there were not adequate funds 
to allow for planoiog for subsequent treatment in the community. The 
abuse. learning disabilities, and child's emotional reactions would 
continue undertreated, setting the stage for another crisis leading to 
another hospitalization. Many professionals recognize this sort of 
scenario, and try to address the inevitable problems of these children 
within the constraints of the treatment system. But a system geared 
toward providing narrowly-focused treatment when problems have become 
severe is probably unfixable. 

There are, however, several encouraging developments providing 
alternative systems of children's mental health treatment Thus, for 
example, the State of North Carolina is coIIabora;ing with the 
Department of Defense to build a network of child mental health 
services at the large Army installation at Ft. Bragg, in Fayetville, 
NC The insurance program for military dependents, CHAMPUS, currently 
spends over $2.5 million per annum on children's mental health 
treatment at Ft Bragg. It is estimated that this pays for 125 
children to receive inpatient services and another 50 children 
outpatient services. Dr. Lenore Behar, Director of Child Mental 
Health Services for the State of North Carolina, projects that 800 
children can be served for the same amount of money spent on less than 
200 children. This improvement in services will be achieved by 
insuring that more appropriate treatment in less restrictive settings, 
is provided. The demon^tratio'i project at Ft Bragg, will be 
carefully evaluated, both to dccument its cost-benefit and to assess 
the quality of care. 
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Undoubtedly, part of the problem is the inadequ of resources 
ivailable to aid children with mental health problems. As a nation, 
we spend too little on the needs of children and. even relative to the 
funds spent on other health and mental health populations, children 
are short-changed. This applies to research, as well as to monies for 
treatment. Although conducting a formal cost»benefit analysis is 
admittedly difficult, the benefits of helping children are obvious. 
The troubled children whom we neglect today are, unfortunately, going 
to be the troubled - and costly to society -- adults of tomorrow. 

Even without expanding resources available to treat children 
with mental health problems, we can do far better utilizing available 
funds. The governing principle has to be making available the most 
appropriate treatment for a child at as early a stage as possible. 
This will require developing mechanisms to fund mental health 
treatment that are not primarily based on labeling a child's 
psychopathology. We also need to develop means to make a broader 
range of mental health settings and services available to children and 
we have to develop the means to coordinate services so that 
appropriate treatment in the least restrictive setting can be 
guaranteed. 
Conclusion 

As a policy matter, what is probably most important is to 
establish the principle that children, both at risk of mental disorder 
and those with mental health problems, have a right to treatment. 
Children do not have the ability to care for themselves - they would 
not Le children if they could ~ and we have an especially important 
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responsibility toward children with mental health problems. 
Establishing a child's right to mental health treatment, parallel to 
the provisions wf p.L. 94M42 that guarantee a child's right to an 
education, is perhaps the most important step that Congress could 
take, even if it did not result Jn a specific appropriation. Such <t 
provision would, however, encourage states and local agencies to work 
in concert with government to develop more effective policies. 

There are also a host of specific policy changes which should be 
considered. These include: 



- Expand the set-aside provision of the ADM Block Grant to 
ensure that children's services have adequate funding. 

- Institutionalize NIMH's efforts to aid states in planning 
for children's mental health services and requirement that 
state plans incorporate a continuum of care. 

- Expand prevention efforts through both planning grants 
and, perhaps, set-asides to require prevention efforts. 

*- ^ Insure that funds are available for research on 
children's mental health problems and that epidemiological and 
biometric studies be conducted and reported. 

- Review the provisions of federal health programs (e.g.. 
Medicaid), to insure coverage for children's mental health 
disorders provides appropriate treatment. Incentives should 
also be developed for private insurers to include adequate and 
appropriate children's mental health services. 

Increase, to at least the levels of 19SI, the amount of 
federal support for children's mental health programs. 

- Develop a demonstration program of alternative treatment 
systems for participants in Medicaid, CHAMPUS and other 
govearment health programs. 

- Develop a program to coordinate children's mental health 
across Federal agencies including the ADAMHA components, 
NIH, other HHS units, the Department of Education, and the 
Department of Justice. 
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No single policy change Is likely to resolve the problems of our 
current mental health system for children. The difficulties faced by 
the troubled children served by this syste:j are extraordinarily 
complex. The perceived intractability of the problems should not. 
however, cause us to shrink from responsibility. There is an urgent 
need to close the gap between what we know about aiding children and 
what wc are doing. The sooner we begin, the more quickly we will 
reach our goal of better serving those children most in need. 
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Chairman Miller, Dr. Knitzer. 

STATEMENT OF JANE KNITZER, DIRECTOR, DIVISION OP RE- 
SEARCH, DEVELOPMENT AND POLICY, AND SENIOR POLICY 
SCIENTIST, BANK STREET COLLEGE OF EDUCATION, NEW 
YORK, NY 

Ms. Knitzer. Thank you. 

My name is Jane Knitzer and I am very delighted to be here and 
that you are holding these hearings. I am tempted just to say 
"amen" to everything that everyone else has said. As you can see 
from my written testimony, it covers much of the same ground. 

Let me just tell you that in 1982 when I was at the Children's 
Defense Fund, we did a study called "Unclaimed Children". They 
were called unclaimed because of the failure of public systems. You 
heard about them this morning. I don't need to say more about 
that. The OTA report found much the same kinds of patterns of 
nonservice that we did. 

To set a context, though, what I would like to do is talk about 
some of the changes that have occurred, some of the positive kinds 
of changes that have occurred since 1982, since we did Unclaimed 
Children. So let me just very briefly highlight our findings. First, 
two-thirds of the seriously disturbed children and adolescents do 
not get services, or get inappropriate ones. 

The second m^or finding was that policy attention to the needs 
of emotionally disturbed children and adolescents was virtually 
nonexistent. Shockingly, in 1981 when we did this survey, only 21 
States even had one live full-time person working on child and ado- 
lescent mental health. You all know how large mental health bu- 
reaucracies are; one person. 

We also, when we did Unclaimed Children, looked for interagen- 
cy efforts because, as you know from many of the hearings that 
you have held on other subjects, troubled children are not just the 
responsibility of the mental health system but are found in all sys- 
tems that serve children in child welfare, in juvenile justice, in spe- 
cial education. We therefore tried to find out what States were 
doing in an interagency way; and we found out, virtually nothing. 
This was particularly shocking since we know that many of these 
children are really exchangeable children. Whether they end up in 
juvenile justice or child welfare or mental health is as much a 
matter of chance as it is any differences in assistance or in the 
kids, and that is really very important. 

The third major finding was about our only positive one. There 
were indeed some programs that worked. These tended to be com- 
munity-based, nonresidential programs, many of them serving chil- 
dren who were on waiting lists for residential services. The pro- 
grams tended to be, as Dr. Saxe just said, complex, not just ther- 
apy, which is not enough for the kids that we are talking about, 
but therapy with the provision of case management, case advocacy 
kinds of services to link the children, to package the kind of serv- 
ices that they needed. The problem was that most of these pro- 
grams were precariously funded and did not have the stability of 
funding streams that residential services had and continue to have. 
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The fourth major finding from our study was that advocacy on 
behalf of these children is woefully lacking and that both the 
mental health advocates and the general children/generic chil- 
dren's advocates were not paying too much attention to this group 
of children. 

Today, many of these findings, as you have heard, still hold; but 
some things have changed for the better, and this is largely be- 
cause of a very small Federal initiative called CASSP, the Child 
and Adolescent Service System Program. Very small is exactly 
what I mean. It was initially funded at $1.5 million. Much to every- 
one's surprise, 44 States applied for that money, which suggested 
that States were finally beginning to recognize they had some re- 
sponsibility to meet the needs of troubled children. 

CASSP is important because it, first of all, is serving as a cata- 
lyst to the states to provide some leadership on children's mental 
health; secondly, because it requires the states to develop some 
real interagency efforts; and, third, it calls on states to develop 
what we have come to think about as systems of care, to provide 
the range of services that we know we need to have in different 
communities if children are to be effectively served, aiid particular- 
ly to provide some of the nonresidential services that we are begin- 
ning to see really can make a difference: respite care, intensive 
crisis, in-home family services; what we call in-child welfare family 
preservation services, and day treatment programs. All of these are 
absolutely essential, and we have some evidence that they really 
can make a difference for very troubled children. 

The systems of care, of course, should also include some residen- 
tial components, including specialized foster care, therapeutic 
foster care, and case management services, which we are becoming 
increasingly convinced is a very significant way to glue services to- 
gether for these children who interact with so many different sys- 
tems and whose family needs are so great for support. 

CASSP now is in 28 States. At least 10 of them at the time of 
Unclaimed Children had absolutely no mental health presence. 
That, right away, is progress. In addition, I think CASSP has led to 
a number of important oeginning changes, sort of setting the con- 
U)xt for some real changes for these children. 

First of all, I think it has increased the visibility of children's 
mental health issues in general. Second, it has set a framework for 
change in many v/ays comparable to what permanency planning 
has done for the child welfare system. There is a vision of where 
states can go. CASSP has given them some direction. 

In some states, there has actually been an increase in targeted 
funds for children's mental health through the set-aside block 
grant monies. And some states are also targeting some special 
monies for children's mental health that they didn't before. There 
has been, I think, a great increase in parent advocacy largely 
through efforts of CASSP and some of the states to encourage par- 
ents to come together and begin to work with professionals in a dif- 
ferent way. 

There are some beginning efforts to implement systems of care. 
Probably Noirth Carolina is the State with the most advanced 
system of care, and, ironically, that really was the result of a law- 
suit, not CASSP. But, nonetheless, it set a very significant model 
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for the rest of the country and said that, in fact, we really could 
keep children out of residential placement, keep these very trou- 
bled, behaviorally disordered children out of residential placement. 

I think the other trend that we are beginning to see is some seri- 
ous interagency efforts that go beyond the usual, "We need more 
interagency cooperation and collaboration," and I think we can see 
it in three ways. One is around programs, particularly family pres- 
ervation intensive crisis programs, where, particularly, child welfare 
and mental health are coming together. Secondly, we can see it 
around case management efforts, where a case manager really 
pulls together the package of services and is there for the child, is 
one person that the child can connect with and the family can con- 
nect with, which is incredibly important in such a fragmented 
system. So we are beginning to see those kinds of interagency ef- 
forts. 

Third, we are beginning to see interagency efiorts around plan- 
ning and the development of new services, and CASSP is one 
model. I know you are going to hear from Randy Feltman later 
on about a model in Ventura County. Florida has also set up a very 
interesting model that really tackles the educational issue that has 
been raised by both the parents this morning. Specifically, Florida, 
as a result of legislation, provides funds to different regions to 
bring together education, mental health, and residential serv- 
ices to provide a focus for case planning, case management, 
generating new services, et cetera. That really, I think, has led to 
some changes in Florida. Bob Friedman may nave some comments 
on that. 

These are all very positive developments, but they only skim the 
surface, and basically they are redly very fragile. CASSP. has a 
very, very small amount of money, and the fiscal disincentives to- 
wards providing the system of care that we need that Len Saxe 
talked about are absolutely critical. We desperately need continued 
Federal leadership if the momentum that has iust been started is 
to continue. Without Federal leadership, I don t think it will con- 
tinue. 

The first challenge is to ensure that funding and mandates to 
continue these reform efforts are in place. With, I think, strong 
leadership from the Federal Government, that can happcjn, and I 
would just reinforce what other people have said. Unlike child wel- 
fare services or educational services, which really specify a broad 
mandate, there is now no mandate to provide a range of services to 
troubled children. In fact, the State legislation around the mental 
healtn of children generally concerns the conditions under which a 
child can be hcspitalized only. No statutes call upon the States to 
provide a range of appropriate services. We need to develop models 
for such mandates. 

Even more immediately, we need to strengtiien and expand 
CASSP. Continued strong Federal support for nonresidential serv- 
ices, for the development of a balanced system of care, and for pa- 
rental support groups and advocacy is absolutely essential. 

The second area where Federal initiatives could make a differ- 
ence is around the role of a school in meeting the mental health 
needs of both children and adolescents, and, as you have heard, 
these chiPren have clearly received less attention than other chil- 



ERLC 



49 



45 

dren identified and sem;d through Public Law 94-142. It is begin- 
ning to be clear that there is some activity in the states at this 
level, and actually I am presently engaged in a study where we are 
talcing a hard look at what the relationship is between the schools 
and children's mental health, and we are going to need some lead- 
ership and help from the Federal Government in moving this 
aspect forward. 

The third challenge, I think, is to focus some programmatic and 
policy initiatives on behalf of troubled and at-risk younger chil- 
dren. The reality is that most of the current initiatives focus on 
adolescents. Most of the resources have been targeted to adoles- 
cents. We need to use some of the knowledge that Congressman 
Miller mentioned in terms of infants. We know a lot about 
working with dysfunctional families, with infants and toddlers, 
with children who fail to thrive, et cetera. We know a lot about 
working with preschool children, because we did a lot of that in the 
1970's. Most of those programs have been defunded, however. 

We need to provide some leadership, I think, so that States will 
again focus on these younger children, and, informally, I have to 
say— and maybe others can confirm this— I am hearing that there 
are more younger, seriously troubled children, and I don't think we 
have made any response to that. Public Law 99-457 is clearly a 
step in the right direction, but I think it is going to take more to 
create a sharper mental health focus. 

The fourth way in which the Federal Government can play a sig- 
nificant role is by encouraging and supporting experimentation with 
fuiiding issues, with fiscal issues. I know you all know about this; I 
am not going to say anything more. Medicaid, for example, is often 
not helpful. Money is most easily available for the most restrictive 
placement, rather than for less restrictive altern. .tives. 

Fifth, I think we need increased incentives for demonstrations of 
interagency approaches to chiHren's mental health. I think the 
titne is right for these. Child welfare and menta' health people are 
beginning to understand that*, they have something in common. We 
need to provide, some demonstiations around joint assessments. 
The problem of .^rriotirnally disturbed children being evaluated and 
evaluated and evaiuaced is a very serious one. It is also a serious 
waste of money. We need joint programs, joint monitoring, and es- 
pecially joint training with people from child welfare, mental 
health, juvenile ju.stice, et cetera. 

Finally, we need Fe deral help in assessing the impact of some of 
these new initiatives: Are v.-e r^^lly making a difference? I think It 
is very important that we do r ^e of the kind of hard evaluation of 
these new services and tha new iniliatives and see whether, in fact, 
we are really making inroads i * the way semces are delivered to 
troubled children an'l adolescents. 

Thank you very much. 

[Prepared statement of Jane Knitzer follows:] 
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Prepared Statement of Jane Knitzer, Ed.D., Director of the Division of Re- 
search, Development and Poucy and Senior Poucy Scientist, Bank Street 
College, New York, NY 

My naae li Jme Knltxir, I as currmtly the dlrtctor of the Division of 
Resiirch, Deoonitritlon md Policy it Bank Street College, Prior to thit I was 
■ cenbir of the stiff of the Children*! Defense Fund vhers I csrrled out a 
nstlonal study about children's centsl health. That study, Unclslned Children 
was relessed In 1982, What I'd like to do this nornlng Is auasarlze, very 
brlafly vhat ve found, what progress has been swde since then, and what reDslns 
to be done on behalf of troubled children and their fsnlllea. 

The CDF Study 

Flrat let ae highlight four osjor flndlnga froa the CDF study. The first 
vaa that children who need services often don't Ret then . We estloated, 
conservatively that there ara at leaat threa allllon seriously eDotlonally 
dlaturbed children In thla country. Of these, only one nllllon receive 
servlcea. Moreover, even for those children who do get soaethlng, the aervlces 
are often Inadequat*, Repeatedly, for example, data that we reviewed ahowed 
that between 40 - 60S of the children who were In paychlatrlc hospitals were 
there by default, becauae no less restrictive progracs, such as day treatment, 
or Intenalve In-home crisis Intervention services we^t available. Parents 
reported painful, frustrating efforts to get the schools and cental health 
agencies to provide app.roprlate services to their children. And, In far too 
aany Instances, parents of eootlonally disturbed children who need residential 
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cart report that thiy cio only gee It by tlvlng up cuitody of thilr children— In 
•OM cittt Cht only way to do thii li to charge pirentt with neglect. 



emotlonilly dliturbed children end idoliicenti vii virtually non^exiitent . A 
■tat« by itite lurviy highlighted the Incredible reellty that In 1981* only 21 
etetc depertmentt of sentel heelth hed even one full tlce steff pereon eislgned 
to child end edoleecent sentel heelth. Vlrtuelly ell the ettentlon vee focueed 
on the needs of chronlcelly aentelly 111 edulte. Only 15 stetet hed eny 
eeperate eervlcs etenderde for children end edoleflcentt« end eloott none could 
provide Inforsetlon on how ouch the etete epent on child end edoleecent centel 
ecrvlcet other then Inpetlent cere. Interegency efforts on behelf of troubled 
children were herd to find. This vee particularly eurprlslng elnca both stete 
deta end cllnlce? experience point to the reality thet troubled children ere 
found In ell child serving eystcns— ci.lld welfare « juvenile justice end epeclel 
educe tlon— not just eentel heelth. 

The third nsjor finding vee thet froo e progrataatlc end cllnlcel 
per epectlve there were (and ere) sope progreo epproeches thet seep to be 
reeponelve to troubled children and their fealllee . These progrsBS not only 
provide therepy* but eleo help the children end feclllee with concrete 
neede— for houelng for exasple* or for chenges In lEP'e. Infor^l evidence 
suggest theso progra&s were (ere) euccessful with children othervlee hcjded for 
reeldentlel plecet&ent. But the^ were few end fer between* end ususlly fiscally 
precsrlour. 



The sscond afljor finding wss that policy sttentlop to the needs of 
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Thi fourth oalor finding from tht CDF itudy vii thct unllkt tany othtr 
groupi cf children vlth handicapping conditions^ caotloruUy dlaturbtd children 
vara lar^aly unclaimed not only by tha atataa and tha fadcral govarna<nt» but by 
advocataa aa vail— In part bacauae of tha difficulty of undaratandlng vhat 
chlldran'a santal health la all about— In part becauaa parenta of eaotlonallx 
dlaturbad children and adoleacenta had not organized chair ovn lupport and 
advocacy sroupa« 

Current Realltlaa 

Today, cany of theae flndlnga atlll hold, Tha recent report of the Office 
of Technology Aiieianent, for exanple* estlsated that 80Z of the 7«5 allllon 
aarloualy and Doderataly dlaturbad children and adoleacenta do not get servlcea. 

But ao&a thlnga have changed for the bettar« Thla la largely becauae of a 
vary laall federal Initiative entitled the Child and Adoleacent Service Syatca 
Prograa. CASSP vaa funded Initially at $ 1,5 allllon In 1933, Kov It la funded 
at $ 5.9 allllon. (Duiflng tha 1970' a « the federal governaent through the 
coesunlty aental health centera act provided about $ 20 allllon for chlldren'a 
aental health cervlcaa.) CASSP provldaa aoney to tha itate .ca..crcate or 
atrengthen a policy pretence vlthln departaeota of aental health. But It also 
re<;ulrea evidence of ncanlngful Interagency efforts around aentally 111 
children* and evidence that the atate Is aovlng toward developing "ayateaa of 
care for troubled children.** Xc calla on atatea and cossunltlea* In other 
vorda* to support a) a range of non-realdentlal aervlcea (such aa reaplte care 
for parenta* Intenalve ln-hoa« crlals InterventU ja* often known In child 
valfare circles aa faaily preacrvatlon aervlceo* and day treataent); b) a range 
of realdentlal treataent aervlcea* Including therapeutic foater cere* and 
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c) catt tstntscscnt ttwlctc to glut togcthir the »nx scrvlccc often Involved In 
a troubled child*t lift. 

Tht CASS? initittivct tlthough cletrly funded ec e alnlc«l level, hai hid 
an isportant Ixspict. CASSP granti have been given to 28 itites» at leeet 10 of 
vhlch vere !«aklng no ef forte on children's eentel health In 1982. MoeC 
laporteotly* CASSP* along vlth the CASSP technlcel aeeletence center* two 
national reeeerch and training centere aleo eupported by federal funde and the 
oev visibility to children's cental heelth have provided soce bedly needed 
dlreccloo to the eta tee about vhet to do for troubled children. Thle* in turn 
has raaulted In a nueber of changee. 

FlraCt there Is oov vldeepread recognition that c^lldren'e cental heelth 
laauaa are part of the larger children* e egenda*-ae witness theee hearings* 
Second* a nttsber of etatce are putting eoce new reeourcee Into chlldren'e cental 
health* either vlth etate funde* or by using soce of the set aelde cental health 
block grant aonlee. The reeult le eoce new aervlcee ere developing* 
particularly non-reeldcntlal onee. Third* parental advocacy le beginning to 
grow* nurtured In part by CASSP end the reeearch centere. Fourth* a few 
places* atataa (for exsaple* North Caroline) and eooe costsunlClee (for exeeple, 
Ventura County* California) are trying to Icplecent syeteas of care* Fifth* nev 
approacbee to real, rather than token Interagency efforts are energlng vithln 
(ha statee* Soet of theee are focused on epeclflc progress that work for 
troubled children in all eyetecs* such es faally preservation eervlcee* oth«re 
are focused on efforts to icprove exletlng llnkagee ecroee systees* Florida *e 
legleletlvely candated SEO Netvcrk (Kulti-Agency Service Ketvork for Severly 
Eaotionelly Disturbed Studente) for Instance, hae resulted in a joint effort 
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between education, oental health and residential services In 15 regions of the 
staCe. Sixth, In a scattered way, we are beginning to have data showing that 
providing cosnunlty-basad aervlces, along with scro'ig case nanageaent efforts 
can really stake both a cost dlf^-erence and a difference In the lives of 
children* (Florida data on this point are particularly coapelllng.) 

Future ChallenRes 

All these are very exciting and positive developments, but they are also 
fragile, and barely even skin the surface of the need. The positive 
developacnts In children's mental health services, for example, are threatened 
by the great Increase In for-profit psychiatric hospital beds for 
adolescents— unconnected to any efforts to prevent hospitalization. Moreover, 
CASSP does not provide money for services, and the reimbursement patterns for 
mental health services both through Insurance companies, and state funds still 
reward removing children frca their homes. These, and other barriers, mean that 
sustaining the momentum for change will be difficult. Continued and 
strengthened federal leadership Is therefore especially urgent. In particular 
there are six areas In which we face critical challenges. 

The flrat challenge Is to ensure that funding and mandates to continue 
recent refona efforts are In place both within the states and especially at the 
federal level. Unlike either child welfare services, or educational services 
which specify a broad range of obligations, the public mandate to provide 
services to troubled children largely concerns only the conditions under which 
children nay be hospitalized. No statutes call upon the states to provide a 
range of appropriate services. 
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Ue need to develop oodels for such candates. Even sore lcs3edlately« 
hovever, it Is crucial to strengthen and expand CaSSP* Continued strong federal 
support for non-resldentlal services, for the developnent of balanced systess of 
care* and for parental support groups and advocacy Is essential. Without such 
federal support. It Is unlikely that the current oozentua vlll contl** 

The second are*, where federal Initiatives could cuke a difference concerns 
the role of the schools In seetlng the cental health needs of both children and 
adolescents already Identified as troubled under P.L. and those at risk 

of developing behavioral and ecotlonal disorders. Emotionally handicapped 
children have clearly received less attention than other children Identified 
under the oandate of P.L. 94'*I42. Often for then, thete is nothing core th&n a 
token econoay classrooa. Yet it is clear, frox3 research that I aa nov Involved 
in, that there are ways to serve thea better; ways that link the school with 
other agencies^ and that focus attention on what the children learn as veil as 
hov they behave. 

"Hie third challenge Is to encourage, either through an expanded CASSP 
prograa or in other ways, the developnent of programatlc and policy initiatives 
on behalf of troubled and at risk younger children. At present, nuch of the 
effort around children's cental health has focused on adolescents, and to a 
lesser extent, elecentary school-aged children. State cental health agencies 
need incentives to focus aore energies on the needs of seriously troubled 
infants and preschoolers, and on young children at risk of developing behavioral 
and ecotlonal disorders. Given the continued increase In children battered by 
poverty, abused or neglected by those who care for thee, parented by teens who 
are often Ill-equipped for parental roles, and growing up hoseless a greater 
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concern vlth prevention and early Intervention seens Imperative, especially 
tlnce ve have aoae strong codels. (In this respect. P.L. 99-A57 la clearly a 
step In the right direction, but probably not enough.) 

The fourth «ay In which the federal government can play a significant role 
Is In encouraging and supporting experlcentatlon vlth alternative fores of 
relcburseaent to fund systeiw of care. 5one states are already undertaking 
saiall efforts, but serious Inroads can only be Dade If the federal governnent Is 
Involved. 

Fifth, ve need Increased Incentives for and demonstrations of Interagency 
approaches to children's cental health to encourage such efforts as Joint 
assesscencs. Joint programs. Joint monitoring, and especially joint training 
vlth children, velfare, special education, and Juvenile justice providers and 
agencies at the state level, and cultl-agency planning and case management at 
Che local level. 

Finally, ve need federal help In assessing the Inpa.c of some of these nev 
Initiatives In chlldren'a mental health-are they making a real difference In 
Che lives of real children and families? Here too, federal support and 
leadership In funding programmatic and longitudinal evaluations can provide 
crucial cost and Impact data as veil as a needed perspective on the emerging 
Initiatives on behalf of troubled children, adolescents and their families. 
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Chairman Miller. Thank you. 
Dr. Friedman. 

STATEMENT OF ROBERT FRIEDMAN, DIRECTOR, RESEARCH AND 
TRAINING CENTER FOR IMPROVED SERVICES FOR SERIOUSLY 
EMOTIONALLY DISTURBED CHILDREN, FLORIDA MENTAL 
HEALTH INSTITUTE, UNIVERSITY OF SOUTH FLORIDA, TAMPA, 
FL 

Mr. Friedman. Mr. Chairman, members of the committee, Fm 
very happy to be here today to participate in this very important 
set of hearings that I hope will continue the increased Federal 
focus on the needs of emotionally disturbed children. 

I was asked first to discuss the issue of the prevalence of emotional 
disturbance in children. Unfortunately, this is not an easy task. 
The complexity in defining and measuring emotional disturbance 
in children and the cost of conducting epidemiologic research have 
held back progress in this area. 

However, at our research and training center we recently con- 
ducted a review of studies done in several countries during the 
1980'c5. In five of the seven studies reviewed, the overall point prev- 
alence of emotional disturbance ranged between 14 percent 'uid 19 
percent. This means that at any point in time 14 to 19 percent of 
young people in the population surveyed may be experiencing a 
moderate or severe emotional disturbance. Such disturbance may 
be transient or long-standing. 

This does not indicate that the public sector needs to plan to pro- 
vide services for such a large percentage of children. In some cases, 
particularly with less serious problems, there will be improvement 
without treatment. In other cases, treatment will be provided in 
the private mental health sector or in the nonspecialty mental 
health sector. 

For purposes of planning with public funds, it is more useful to 
nott> specifically the prevalence of serious emotional problems. 
These are the problems that tend to have a major impact on the 
day-to-day functioning of the individuals involved or are pervasive in 
that they affect performance in several settings and are likely to 
persist or worsen over time without assistance. 

Data for determining the prevalence of serious emotional prob- 
lems, unfortunately, is even less adequate than that for determin- 
ing overall prevalence, partly because of the absence of adequate 
longitudinal research. Using pervasiveness of disturbance as an in- 
dicator of severity, the proportion of disturbed children in need of 
services is reduced, and our estimates are between 5 percent and 8 
percent. 

With regard to persistence of emotional problems, there is gener- 
al consensus in the field that problems such as aggressiveness, im- 
pulsiveness, and noncompliance are more likely to endure than 
problems of anxieties and fears. About all we can conclude at this 
time because of the few studies that have addressed this issue is 
that the percentage of children with problems that are the most se- 
riously handicapping, pervasive, and persistent, is something less 
than 5 percent. 
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Several efforts to plan children's mental health services in the 
public sector have based their plan on the assumption that 1 per- 
cent to 2 percent of children may require services at any point in 
time from the public sector, and such estimates seem reasonable 
based on the available data on prevalence and on patterns of serv- 
ice utilization. 

While this percentage of children for whom the public sector 
should plan services is considerably lower than the overall preva- 
lence, indications are still that our public systems are falling con- 
siderably short of effectively reaching even these children who are 
most in need. 

The emotional difficulties that children experience vary consider- 
ably in type as well as in severity. These problems can and do 
range from serious depression to moderate anxieties and fears and 
from highly aggressive behavior to noncompliant behavior of a 
more passive nature. The consequence of these problems may in- 
clude suicide, serious harm to others, and inability for some young- 
sters to live within their families. Some of these problems may be a 
reaction to temporary environmental stresses, such as loss of a 
loved one, and others, and particularly the most serious problems, 
are part of a long-term pattern of difficulty in functioning effective- 
ly. 

Much as the behavior of the youngsters varies, so too do their so- 
cioeconomic, ethnic, and racial bac^rounds. Families historically, 
as we have heard today, have been inappropriately blamed for the 
problems of their children, and the realty is; that many disturbed 
youngsters come from very caring and very competent families. 

Our rcy^-earch and training center at the Florida Mental Health 
Institut*^^ with funding support from the National Institute of Dis- 
ability i>ncl Rehabilitation Research and the National Institute of 
Mental Health, is currently conducting a four-year longitudinal 
study of over 800 seriously emotionally disturbed children served in 
the public sector in six States. 

Children in this study were interviewed using a structured psy- 
chiatric interviev\^ that permits multiple diagnoses. The most 
common diagnosis was conduct disorder, with over 60 percent of 
the children receiving this diagnosis. A conduct disorder diagnosis 
indicates the presence of aggressive behavior, poor impulse control, 
and difficulties in interpersonal relationships. The long-term out- 
come for youngsters with this diagnosis is not favorable, and the 
potential cost to society is enormous. 

These youngsters with behavioral disturbances do more than just 
show aggressive behavior; 53 percent of them also receive the diag- 
nosm of anxiety or depression, and this reflects the fact that with 
youngsters with the most serious problems, we see those problems 
reflected both in their overt behavior and in their internal emo- 
tional functioning. These youngsters often also suffer intellectual 
and cognitive problems, social skill deficiencies, and family conflict. 

It is not possible to determine at this time whether the preva- 
lence and/or severity of emotional problems of children has really 
increased over the last few decades. It does appear, however, that 
the burden to the public sector has grown. Families in the 1980's 
experience increased strain, as evidenced by high rates of child 
^buse and neglect, separation and divorce, children living in pover- 
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ty and single-parent households. These strains have made it more 
difficult for families to deal with children with serious problems. 

Similarly, the problems of the children have added to the strain 
already present in many families functioning at a marginal level. 
As a consequence, the public system has clearly acquired an in- 
creased responsibility not only for treatment but also for family 
support, and particularly when that family support is lading for 
out-of-home placements. 

In recent years, there has been a growing consensus about the 
types of services needed for emotionally disturbed children and 
particularly those with multiple and serious problems. Essentially, 
there has been increased recognition that overall the need is not 
for one or two particular magical services but, rather, for an over- 
all system of care that provides a range of services, flexibility to 
tailor services to meet individual needs, that is community based 
and family focused, is balanced between the more and less restric- 
tive services, and is interagency in focus. 

As Dr. Saxe pointed out, while there is considerable knowledge 
about how to serve these youngsters, unfortunately, there is a large 
gap in application of this knowledge. Particularly troubling 
is that the field of children's mental health services continues to be 
characterized by an over-reliance on out-of-home placements, often 
in expensive residential settings that not infrequently cost 
over $100,000 per year, and often in settings far removed from the 
youngster's home. In one State I visited recently, there were more 
than 400 youngsters placed out of the state in residential place- 
ment settings. 

This problem of placement of children at a distance from home 
was addressed in Florida through a successful Bring Our Children 
Home Campaign which is now being carried forth nationally by the 
National Mental Health Association. 

Unfortunately, within most States appropriate family-focused 
and intensive alternatives to residential treatment programs have 
not been developed despite their cost-effectiveness, and the largest 
portion, often two-thirds to four-fifths, of mental health funding for 
children goes towards residential services. 

While these services are an important part of a system of care 
and are absolutely needed for some youn^ters, an imbalance in a 
system of services and an over-reliance on residential placement re- 
sults in children and families being separated at great human and 
economic cost, oftentimes when it is not necessary. 

It should be pointed out that there is a trend in the public sector 
toward increased development of the intensive and relatively non- 
restrictive services, such as day treatment, intensive home-based 
and family preservation services, case management, and therapeu- 
tic foster care. However, at the same time, there is a concurrent 
trend towards increased private psychiatric hospital beds for 
youngsters within the private for-profit sector. 

This trend in the private for-profit sector can be positive if effec- 
tive public-private partnerships can be developed. However, this 
has been rare. It is a very risky trend because it may result, and 
has already begun to result, in the overuse of expensive services for 
which a need is artificially generated by aggressive marketing 
strategies, by fiscal incentives towards hospitalization, by persist 
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ent lobbying of state legislators by large corporations to get poli- 
cies favorable to hospitals, and then by the dumping of children on 
the public system by ihe private system aftx^ the insurance bene- 
fits have been used. 

There are several encouraging developments in recent years on 
behalf of services for emotionally disturbed children that I would 
like to emphasize. On the Federal level, as has already been men- 
tioned, a very positive effort has been the Child and Adolescent 
Service System Program, or CASSP, operated by NIMH. This pro- 
gram has contributed to an increased emphasis on children's 
mental health services within states, stronger planning, and inter- 
agency collaborative efforts. 

As a part of this effort, an improved technical assistance capacity 
was developed partly through the Georgetown University Child De- 
velopment Center. In 1984, for the first time, two research and 
training centers were established to focus specifically on seriously 
emotionally disturbed children. These are funded jointly by NIDRR 
of the Department of Education and NIMH and are located at the 
Florida Mental Health Institute, where we are fortunate to sponsor 
one, and Portland State University. These centers conduct critical 
research in the field, provide consultation and training, and make 
a variety of materials available. The joint funding of the centers is 
one example of the type of interagency effort at a Federal level 
that is needed. 

Within States, interest in services for emotionally disturbed chil- 
dren and particularly in building systems of care is probably at a 
peak, though our estimate is that probably only about 15 percent of 
state funding for mental health goes for children. 

There has slso been increased recognition of the important roles 
of families as advocates and as allies in planning ana implement- 
ing services and of the general importance of advocacy on behalf of 
children. There has probably been less growth in system-focused re- 
search activities than in the service area. 

Within education, there has been a gradual increase in the 
number of children identified and ser\'^ed as seriously emotionally 
disturbed under the ^^ducation For All Handicapped Children Act. 
However, still less than 1 percent of schoolchildren are identified, 
and efforts to evaluate the impact of school-based services for this 
group so that we can really know whether we are helping these 
youngsters are seriously lacking. 

In summary, emotional disturbance is a serious problem in terms 
of its prevalence, in terms of the human impact it has on the chil- 
dren and families affected, and in terms of ite cost to society. While 
the problems of children and families are varied, there is general 
agreement about the need for balanced, community-based, family- 
focused systems of care with strong alternatives to residential 
treatment and - with fiscal structures to support these. 

While there has been encouraging growth and interest in the 
field and new and more effective models of service have been devel- 
oped, many youngsters are still inappropriately and ineffectively 
served, if served at all 

The following recommendations are offered: At a Federal level, 
there needs to be continued support of the CASSP effort, the re- 
search and training centers, and interagency activities on behalf of 
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emoticaally disturbed children. There needs to be an increased em- 
phasis on system-oriented research targeted specifically for this 
group, and plans should be developed to conduct more longitudinal 
and epidemiologic research. Unless there are increased efforts 
within the National Institute of Mental Health and other agencies 
to focus specifically on children, then the attention continues to be 
largely on adults within the mental health field. 

Efforts to strengthen the impact of the Education For All Handi- 
capped Children Act for this population and to systematically 
assess its impact should be continued. At all levels of government, 
there needs to be a continued emphasis on building community- 
based systems of care with a particular focus on alternatives to res- 
idential treatment. Such alternatives are economicgd, promote 
family preservation, and are in the best interests of many children 
who end up being separated from their parents. There needs also to 
be an increased effort on the entire prevention and early interven- 
tion area both for younger children and older children. 

All levels of government and both the public and private sector 
need to reexamine the fiscal structure for services. This is critical 
given the limited financial resources available and the increasing 
need to provide cost-effective services. Reimbursement mechanisms 
and alternative financing strategies should be studied with the goal 
of providing flexible funding that will meet the child's need for 
services rather than restrict the range of options available. Medic- 
aid policies need to be closely examined to ensure that tkoy don't 
contribute to excessive use of hospitals instead of alternatives. 

In my State of Florida at the present time, there is an effort by 
the private psychiatric hospital sector to include inpatient hospital- 
izations for children under the State's Medicdd plan. In esserve, 
this would really be a subsidy for the private psychiatric hospitals 
at great cost to the State. 

Finally, there needs to be a reexamination of professional train- 
ing issues in mental health— this was illustrated by the example 
that Glenda Fine gave of her experiences with the mental health 
system— and in related fields to ensure that students acquire skill 
in and an understanding of newer approaches to working as part of 
multi-agency teams on behalf of multi-problem clients in the public 
sector. 

Thank you. 

[Prepared statement of Robert M. Friedman, Ph.D., follows:] 
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Prepared Statement op Robert M. Friedman, Ph.D., Director, Research and 
Training Center for Improved Services for Seriously Emotionally Disturbed 
Children, Florida Mental Health Institute, University of South Florida, 
Tampa, FL 

Scopft of the Problem 

The initial step in addressing a social problem is 
determining its scope. To provide mental health services for 
children and adolescents, the prevalence of emotional 
disturbance must first be determined. Unfortunately, this is 
not an easy task. The complexity in defining and measuring 
emotional disturbance in children, and the cost of conducting 
epidemiologic research have hindered progress in this area. 

A recent review conducted at our Research and Training 
Center, however, provides several prevalence estimates 
(Brandenburg, Friedman, & Silver, 1987). This review 
discusses findings from general population surveys conducted 
in several countries during the 1980*s. These studies used 
similar techniques in sampling populations and defining 
emotional disturbance. 

In five of the seven studies reviewed, the overall point 
prevalence of emotional disturbance ranged between 14% ** 19%* 
This means that at any point in time fourteen to nineteen 
percent of young people in the populations surveyed may be 
experiencing a moderate or severe emotional disturbance. 
Such disturbance may be transient or longstanding. 

The overall prevalence estimate offered here of 14% to 19% is 
somewhat higher than the 11.8% median estimate presented in 
the late 1970s for the President's Commission on Mental 
Health (Gould, Wunsch-Kitzig, & Dohrenwend, 19£1) . This 
11.8% estimate was based primarily on studies using teacher 
ratings conducted prior to 1980. The higher estimate offered 
here may reflect changes over time, different measurement 
strategies, changes in diagnostic systems, or different 
samples. 

This does not indicate that the public sectoi- needs to plan 
to provide services for such a large percenta<je of children. 
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In some cases, particularly with less serious probl.^ias, there 
will be inprovenent without treatment. In other cases 
treatment will be provided in the private mental health 
sector, or in the non-specialty mental health sector. 

For purposes of planning with public funds, it is more ur^eful 
to know specifically the prevalence of serious emotional 
problems. These are problems which tend to have a major 
impact on the day to day functioning of the individuals 
involved, are pervasive in that they affect performance in 
several sottmgs, and are likely to persist or worsen over 
time without assistance. 

Data for determining the prevalence of serious emotional 
problems is even less adequate than that for determining 
overall prevalence, partly because of the absence of adequate 
longitudinal research. If the pervasiveness of disturbance 
is used as an indicator of severity, the proportion of 
disturbed children in need of services is reduced. 
Brandenburg et al. (198.) noted consistency among recent 
studies in the proportion of children identified as disturbed 
both at home and at school. Most estimates ranged between 5% 
and 8%. 

With regard to persistence of emotional problems, there is 
ger eral consensus in the field that problems such as 
aggressiveness, impulsivity, and non-compliance are more 
likely to o*>dure than problems of anxieties and fears (Quay & 
Werry, 198" . About all that can be concluded at this time 
from the f(:v igitudinal studies addressing these issues is 
that the pei .ntage of children with problems that are 
seriously handicapping, pervasive, and persistent is 
something less than 5%. 

Several efforts to plan children's mental health services in 
the public sector have based their plan on the assumption 
that 1% to 2% of children may require services at any point 
in time (Behar, Holland, & MacBeth, 1987; & Friedman, 1987), 
and such estimates seem reasonable based on the available 
data on prevalence, and on patterns of service utilization. 

While the percentage of children for whom the public sector 
should plan services is considerably lower than the overall 
prevalence, indications are still that our public systems are 
falling considerably short of effectively reaching the 
children most in nep (Friedman, 1984; & Knitzer, 1982). 

Types of Problems 

Children experience emotional difficulties that vary 
considerably in type as well as severity. These problems can 
and do range from serious depression to moderate anxieties 
and fears, and from highly aggressive behavior to 
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non-conpliant behavior of a more passive nature. The 
consequences of these problens aay include suicide, serious 
hara to others, and an inability for sono youngsters to live 
within thoir families. 

Some of these problems may be a reaction to temporary 
environmental stressors, such as loss of a loved one, while 
others (particularly the most serious problems) are part of a 
long-tern pattern of difficulty in functioning effectively. 
As the recent Office of Technology Assessment Report 
indicates (1986), "mental health problems are a source of 
suffering for children, difficulties for thoir families, and 
great loss for society." 

Much as the actual behavior of youngsters varies, so too do 
thoir socio-economic, ethnic, and racial backgrounds. While 
families have historically been inappropriately blamed for 
the problems of thoir children, cany disturbed youngsters 
come from very caring and competent families. 

Our Research and Trailing Center at the Florida Mental Health 
Institute, with funuing support from the National Institute 
of Disability and Rehabilitation Research (NIDRR) and the 
National Institute of Mental Health (NIMH) , is currently 
conducting a four-^yoar longitudinal study of over 800 
seriously emotionally disturbed children in six states. This 
study is focusing on children who are receiving at least some 
publicly-funded services, and therefore the results may not 
be representative of all youngsters with serious emotional 
problems. As part of the study, information is being 

fathered about the youngsters by directly interviewing then, 
ntorviewing their parents, getting reports from their 
teachers, and reviewing case records. 

Children in our investigation were interviewei using a 
structured psychiatric interview that permits multiple 
diagnoses. Conduct disorder was the most common diagnosis in 
the sample. Over 60% of the children and you h received this 
diagnosis. A conduct disorder diagnosis ind:l^.ates the 
presence of aggressive behavior, poor impulse control and 
difficulties in interpersonal relationships. The long term 
outlook for youngsters with this diagnosis is not favorabli&. 
Many of them will continue to engage in socially 
inappropriate behavior as- adults. 

These youngsters with behavioral disturbances are more than 
just "bad kids", however. Fifty-three percent of then also 
received a diagnosis of anxiety or depression. They nay 
commit bad acts but they also suffer serious emotional 
disturbance. 

The multiplicity of difficulties these youngsters experience 
extends beyond the fact that over 70% of them received 
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c'ultiple diagnoseu. Thay alco suffer intellectual and 
cognitive problems, social skill deficiencies, and fanily 
conflict. As this study proceeds, it should provide 
inportant inforaation on the long-tern o* ^^cone of these 
probleias both for the children and fanilies involved, and for 
society. 

It is not possible to detenaine at this tine whether the 
prevalence and/or severity of enotional problens of children 
has increased over the last few decades. It does appear, 
however, that the burden to the public sector has grown. 
Fanilies in the 1980s experience increased strain, as 
evidenced by high rates of child abuse and neglect, 
separation and divorce, children living in poverty and in 
single parent households. These strains have nado it nore 
difficult for fanilies to deal with children with serious 
problens. sinilarly, the problens of the children have added 
to the strain already present in nany fanilies functioning at 
a narginal level. As a consequence, the public systen has 
acquired an increased responsibility not only for treatzsent 
but also for fanily support and often for oux:-of-hone 
placenents (particularly when fanily support is lacking) . 

SorvicQS for Kmot-.^nnallv DiBt urbod Chtldrnn 

In recent years, there has been a growing consensus about the 
types of services needed for emotionally disturbed children, 
and particularly those with nu)-iple and serious problens 
(Behar, 1985; Friednan, 1986; Knit-er, 1982; OTA, 1986; 
Stroul & Friednan, 1986) . Essentially, there is increased 
recognition that the overall need is not for one or two 
particular "nagic" services, but rather for an overall systen 
of care that provides a range of services, flexibility to 
tailor services to neet individual needs, is connunity-based 
and fanily- focused, is balanced between the noro and less 
restrictive services, and is inter-agency in focus. While 
the knowledge to servo all youngsters effectively is still 
not present, there is an accunulation of infomation 
suggesting that there are effective treatnents for nany 
youngsters, and that the application of these treatnents is 
lagging (OTA, 1986; Stroul & Friednan, 1986). 

In particular, the field of children's taental health services 
has been characterized by an over-reliance on out-of-hone 
placenents, often in expensive residential settings, and 
often in settings far ronoved from a youngster's hone. This 
problem of pla-tenent of children at a distance fron hone is 
not unconnon and was addressed in Florida through a 
successful "Bring our Children Hone" canpaign which is now 
being carried forth nationally by the National Mental Health 
Association. 
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Unfortunately, within noot states appropriate fanily-focuccd 
and intonsivo alternatives to rosidontial troatnent prograias 
havo not boon dovolopod, and tho largest portion of nontal 
health funding for children goes toward residential services. 
Residential services are an Icportant part of a systen of 
care, and are absolutely needed for sone youngsters. In 
particular, soae encouraging nodels of therapeutic foster 
care have been growing (Update, 1986). However, an i&balancc 
in a systen of services and an over->reliance on residential 
placcnents does not serve children or families well, and is 
inordinately expensive for public systens. 

It should be pointed out that there is a trend in the public 
sector towards increased developnent of intensive and 
relatively non-restrictive services, such as day trcatnent, 
intensive hone-based and fanily preservation services, case 
nanagesent, and therapeutic foster care. However, there is a 
concurrent trend towards increased psychiatric hospital beds 
for youngsters within the private, for-profit sector (Miller, 
1985; Schwartz, 1985). This trend in the private for-profit 
sector can be positive if effective public — private 
partnerships can be developed. It is risky if it results in 
over-use of expensive services for which a need is 
artificially generated by aggressive narketing strategies and 
fiscal incentives towards hospitalization. 

Although there is general agreenent about the need ior 
balanced, connunity-based systens of care, there are a nunber 
of barriers inpeding progress toward the developnent of such 
systens. These include a lack of clarity about 
responsibility for these youngsters, inadequate efforts by 
agencies to work together, professional attitudes that 
interfere with the developnent of newer nodels of service^ 
fiscal incentives and reinburscnent nechanisns that enphasize 
residential treatnent, lack of adequate advocac" for inproved 
services, and absence of knowledge in the general cental 
health community about newer services. These barriers nust 
be addressed, and are discussed later in reconnendations. 

Devolopmcnts In tho Field 

There are several encouraging developnents in recent years on 
behalf of inproved services for enotionally disturbed 
children. On the Federal level, a vory positive effort has 
been the Child and Adolescent Service Systen Progran (CASSP) 
operated by NIMH. This progran has contributed to an 
increased enphasis on children's nental heaxth services 
within states, stronger planning and inter-agency 
collaborative efforts, and enhanced training. As a part of 
this effort, a nuch-needed inproved technical assistance 
capacity was developed through the Georgetown University 
Child Developnent Cantor. The CASSP progran along with 
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related sorvio systca efforts is part of a nevly developing 
Child and Adolescent Servi<^6 Systcn Branch at NIMH. 

For the first tice in 1984, tvo research and training centers 
vero established to focus on seriously emotionally disturbed 
children* These are funded jointly by NIDRR and NIMH and are 
located at the Florida Kental Health Institute and Portland 
State University. Those Centers conduct critical research in 
the field, provide consultation and training, and sake Q 
variety of aeterials available. For oxanple, to help 
dissoainate indorsation about nev developsonts in the field 
and to nake it easily readable by bu&y policy aakers, the 
Florida Center publishes the only national newsletter that 
focuses specifically on nev efforts in the fiold. The joint 
funding of the Centers is one exaaple of the type of 
inter-agency effort at a Federal level that is needed. 

Within states, interest in services for eaotionally disturbed 
children and particularly in building systeas of care is 
probably at a peak. This is very exciting since states have 
the aajor responsibility :.^r planning, funding, and 
overseeing children *s aental health services. There is also 
increased recognition of the iaportant role of faailies both 
as Advocates and as allies in planning and iapleaenting 
services, and of the general importance of advocacy on behalf 
of children. 

There has probably been less growth in systea-focused 
research activities than in the service area. Despite the 
fact that there is auch knowledge that is not yet being used, 
there are aany iaportant questions about the organization and 
financing of systens of service that reaain to be studied. 
There is a particular need for increased attention to systea 
financing and aanage&ent structures, and their isspact on 
services, at both a Federal and state level. 

Within education, there has been a gradual increase in the 
nuaber of children identified and served as "seriously 
eaotionally disturbed'* under the Education for AM 
Handicapped Children Act (OSERS, 1986). However, still less 
than 1% of schcol children are identified, and efforts to 
evaluate the iapact of school-based services for this group 
are lacking. 

Supnarv and Rpco mendatlons 

In suaaary, esaotional disturbance is a serious problea in 
terns of its prevalence, the huaan iapact it has on the 
children and faailies affected, and its cost to society. 
While the probltias of children and faailies are varied, there 
is general agreeaent about the need for balanced, 
coBounity "based syste&s of care with strong alternatives to 
residential treataent, and fiscal structures to support 




ERIC 



64 



these. While there has been encouraging growth in interest 
in the field, and new and nore effective models of service 
have been developed, many y»'» ngsters are still 
inappropriately a»id ineffectively served, if served at all. 
Those services that have been in operation for the longest 
period of tine, such as psychiatric hospitalization and 
school -based sen' ices, tend to be among the least 
wcll**evaluated for effectiveness. 

The following recorunendations are offered: 

1) At a Federal level, there needs to be continued support 
of the CASSP effort, the research and training centers, and 
inter-agency activities on behalf of emotionally disturbed 
children. There needs to be an increased enphasis on 
systens-oriented research targeted specifically for this 
group, and plans should be developed to conduct more 
longitudinal and epidemiologic research. Efforts to 
strengthen the impact of the Education for All Kandicappeii 
Children Act for this population, and to steiaatically 
assess its impact, should be continued. 

2} At all levels of government, there should be a continued 
emphasis on building community-based systems of care with a 
particular focus on alternatives to residential treatment. 
This will require flexibility in the systems, good management 
structures, strong support of families, and fiscal incentives 
for non-residential services. It wil' also require that 
there be a coordinated, multi-agency approach to planning, 
funding, and operating programs. 

3} All levels of government, and both the public and private 
sector, need to re-examine the fiscal structure for services. 
This is critical given the limited financial r ,ources 
available and the increasing need to provide . ot-effective 
services. Reimbursement mechanisms and alternative financing 
strategics should be studied with the goal of providing 
flexible funding that will met the child's need for 
services, rather than restrict che range of options 
available. 

4) There needs to be a re-examination of professional 
training issues in mental health and related fields to insure 
that students acquire skill in and an understanding of 
approaches that involve working as part of multi-agency teams 
on behalf of multi-problem clients in the public sector. 
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Chairman Miller. Thank you very much. 

If I am hearing all of this testimony in a correct fashion, it would 
seem to me that you are describing a system where, if a child re- 
ceives treatment, proper treatment, appropriate treatment, that 
that child is, in fact, the exception, not the average child, certainly 
not the rule by any stretch of the imagination. 

What worries me is, in almost all of your recommendations, in 
the discussion of saying what we really need is a range of services 
and what we need is case management, that you are sitting here 
this year after decades of looking at this problem saying what tV^s 
ought to be is a child-based, family-based operation, and we ougnt 
to look at these families and these children individually, and we 
ought to figure out what is going to be helpf al to that particular 
person, and then make an application of those i^^rvices. 

But what you have is a child like Ricky, who is running through- 
out the system, and nobody quite knows where he is at any given 
time, and really what you are doing is just figuring out how you 
are going to pay for Ricky. You just shuffle him off between differ- 
ent programs. Today, Tm sure you would be trying to provide 
"homeless" funding for Rj^' because there would be some avenue 
of funding available. 

He reminds me of the oiv. thing of the clerk stamping; he is just 
getting his portfolio stamped as he moves from age one to 18. If 
you just look at the dollar amounts that were spent on him, where 
little or no — in most cases, where no counseling or services were 
provided other than shelter, this is a very expensive child. 

Now when you couple that with the notion, Mrs. Gaunt, that he 
is going to be released tomorrow or today out into society, and you 
look at the history of his problems and the history of services that 
were provided for him, chances arj he is going to get very expen- 
sive as an adult. Not oven addressing the issue of whether he is 
going to become dangerous or not, he is going to become very, very ex- 
pensive. If this were a racing form and we were looking to see how 
he was going to run on the track tomorrow, we would say we have 
one dangerous horse here. 

It is hard, I guess, for me to accept, as one of you started out 
by saying, that we knov.' what we should be doing, but then 
immediately revert to the notion that we are not doing it. Again, in 



polite, that what we have is children in search of reimbursement 
rather than children in search of placement, and that you have the 
combination of state legislators and hospital corporations driving 
reimbursement toward empty hospital beds. Now m my area, those 
beds are being taken up by AIDS patients, so I am not sure that is 
going to work much longer. 

But, in fact, what we have in the San Francisco Bay area is a lot 
of overbuilt hospitals who decided that this wing could be farmed 
out to some private care unit and we could lock up children, and 
then in six months we could deliver them back to their families for 
a happy reunion. The evidence starte to suggest that that is not 
really true; what we do is, we deliver them to the public service 
because now, as you pointed out. Dr. Friedman, they have creamed 
the insurance reimbursement system, and now they are just dispos- 
ing of the child and making room for another. 



addressing all of your testim 




there is a strong suggestion, to be 
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I just wonder if you might address this, because obviously a 
couple of you have referr ed to the fact that CHAMPUS is now re- 
thinking this reimbursement system, that there is a way to offer 
lower intensity, more appropriate care to a greater number of fami- 
lies and children in need, and yet each of you has touched upon 
the notion that reimbursement is driving the decisions as opposed 
to the needs of the families with the children. 

I just wonder if we could have a bit of expansion, because we are 
somewhat responsible for reimbursement systems also, to whatever 
extent we match or provide. 

Maybe we will start with you. Dr. Saxe. 

Mr. Saxe. Yes, Chairman Miller. 

Chairman Miller. It took you about three sentences to get into 
this issue. 

Mr. Saxe. Right. It is a fact. The shame of it is that we have 
known for a long time. You go back to the White House Conference 
on Children in the early part of the century, and then the White 
House Conference during the 1930's on Children and Families, the 
Joint Comuission at the end of the I960's, the President's Commis- 
sion in 1978. Eve body has said the same thing: We have got to 
move in this direction. 

Now as illogical as the system may seem, there is a kind of per- 
verse logic to it which explains how Congress has allowed it to 
happen and how private insurers have. The idea was, well, we 
don t want everybody to get services, because if we open it up too 
wide, then every kid on the block is going to have services. The 
public purse is then going to be empty, we won't have money for 
defense and other important things, so we have got to restrict it to 
those moct in need. This means the severest cases, and since we 
can't demonstrate very easily the benefits unless we do a very com- 
plicated cost/benefit analysis, we can demonstrate the benefits at 
least to budget people of helping kids and preventing serious disor- 
ders. We had this system focused on the most severely disordered. 

ITie assumption of the system was fallacious, that if you wait 
until the end it will be cheaper to take care of. If you get it earl>;, if you 
provide a community-based system, you can serve a lot more kids at a 
lot lower level and provide m the end what we now know is much 
better care. As other people have pointed out in dirferent ways, there 
is an important Federal responsibility here to try to turn around this 
system that has gone haywire. 

Chairman Miller. Anybody else? 

Mr. Friedman. I think there has been a real carryover from the 
general medical field that has influenced this dramatically. There 
has been the notion that hospitals are a benign place for treat- 
ment, at worst, if not actually the desired place for people with se- 
rious problems. 

In the children's mental health field, as Dr. Saxe said, for a long 
while there was concern, and there continues to be some concern, 
that it is hard to identify who the kids are and that obviously those 
people with the most serious problems need the most expensive 
treatment, that being hospital treatment. 

In reality, in the children's mental health field, there is not any 
indication that hospitals are any more capable of serving kids with 



ERLC 



69 



more serious problems than some of the intensive nonresidential 
services and some specialized residential services in nonhospital 
settings. 

There is evidence that when a child is removed from his or her 
family, that is extremely disruptive, and what is going to make the 
difference is probably not so much what happens while the child is 
in the hospital, but whether anybody is working with the family 
while the child is in the hospital, and what services are going to be 
provided afterwards? Those seem to be the critical thin^^B. 

But I really think there has been a carryover to look at the hos- 
pital as the place to treat those with the most serious problems. 
That doesn't seem to be supported by the data. It is supported, 
clearly, by the fiscal incentives that over the last few years have 
become even more pronounced as insurance benefits have become 
greater and as the profitability of psychiatric hospitalization for 
children has increased. 

Ms. Gaunt. I would like vj reiterate a point that, Mr. Miller, you 
made. I am not a professional person in the sense that I don't have the 
expertise that the other people on this panel have, but you brought 
to srand a child who was in my home just this past year. Shannon, 
an inner-city black girl who was released out of a psychiatric hospi- 
tal after two months of services. She was in my home, and in that 
two months I felt we were doing pretty good, and all I got was a 
half-hour of counseling cut of it. 

I ani a specialized foster home, and 

Chairman Miller. Keep that up, and you will be a professional. 

Ms. Gaunt. I can't share liow frustrated I feel. I felt that I let 
that child go, but, you know, I knew there was no way by myself I 
could continue the care of that child. If I could have just had sc^e 
support, if I could have gotten the counseling quicker, and faster, 
and more intensive, I could have kept that child, and I really feel 
with all my heart that child would be in placement and be much 
farther than she is today. It was Ifke the hospital was to be a pana- 
cea; it was the end, and that was it. 

So this institution we paid over $400 for, on top of the psychia- 
trist, went into my home as a specialized foster home wi*>h a mini- 
mum rate of $25 a day, and we couldn't even provide any services. 

Ms. Knitzer. I just want to underscore the implications of what 
ou are saying, and that is, one of the real problems that we 

aven t specifically articulated is that very often mental health 
funds mean that you have to see the child, you can't talk to the 
foster parent; you can't get reimbarsed for doing work with a foster 
parent. 

Chairman Miller. How can that be in this day and age? 

Ms. Knitzer. I don't know. It has been that way for a long time, 
and you have heard this a lot. 

Chairman Miller. I know I have heard this a lot, and, in fact, 
heard it in other descriptions of the same child. You know, we 
meet this in the juvenile justice system or the foster care system; it 
is all the same child, I mean we sort of have the same population 
wandering around from service to service. 

But how do we cling to a reimbursement system tha* uggests 
that you can't— I mean the child is a component of this family, and 
I think Stuart or somebody else in the other panel is going to start 
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telling us that we are starting to receive children because of disin- 
tegration of families because of drugs or alcohol. Do we verxlly 
think we are going to short-circuit that process by looking at the 
child and then putting the child back in that nest a month later? 
60 days later? 90 days later? What is the evidence t^^t that ap- 
proach works? 

Ms. Knitzer. We don't h: ve any. 

Chairman Miller. There iS none, is there? 

Ms. Knitzer. No. 

Chairman Miller. I mean if you look at the number of children 
that have wandered through the system under that approach, they 
have just waited out the system. 

Ms. Knitzer. There really is none. That is what is so terribly 
frustrating. 

Chairman Miller. But you are saying there are formal rules of 
reimbursement that preclude you from talking to the foster parent 
or talking to even the birth parents, the natural parents, of this 
child. 

Ms. Knitzer. Well, you can talk to them, but you can't get reim- 
bursed for it. 

Chairman Miller. That precludes a lot of discussion, let me tell 
you, in this day and age. 

Ms. Knitzer. Exactly. It is a very sh.rt conversation, that is 
right, and this is not a new problem. 

Chairman Miller. But you are saying that that is really the cur- 
rent model for delivery of these services. Is that right? 

Ms. Knitzer. It is in most places, yes. 

Chairman Miller. Except where the Department of Defense fig- 
ured it out in North Carolina. 
Ms. Knitzer. Yes. 

Mr. Saxe. Well, the Department of Defense, I don't want to give 
them too much credit. 

Chairman Miller. I'm willing to give them a lot at this point. 

Mr. Saxe. The State of North Carolina, Dr. Lenore Behar, who is 
the head of their Child Program, was instrumental in that, and, as 
a rejult of language that I think Senate Appropriations wrote into 
the DOD appropriations this year, this program was essentially 
mandated by Congress. Although CHAMPUS is experimenting 
with various things, it is not something that they naturally devel- 
oped. The state came to them and said, ''Please let us help you 
take care of this large gr-^p of kids who are being sent off because 
there aren't services in the Fa3jetteville area." They are being sent 
all over the country to residential treatment centers. 

Mr. Friedman. And there are other examples. The state of 
knowledge has advan"*ed beyond that, and I think there are demon- 
strations of effective services. However, they are too few and too 
far between, and I think what troubles me is that we are becoming 
more aware (and the folks in the public sector who are extremely con- 
cerned about the cost of services and reaching the largest number 
are looking for these kinds of solutions) but, at the same time as the 
public sector is moving in one direction to let's work with the family, 
let's provide that support— and that was an excellent illustration the 
home, to keep a child in a home with his or her parents or foster 
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parents— at the same time there is this conflicting trend and pressure 
from the private for-profit sector that is not without its influence on 
what goes on in the public sector. That trend is really towards where 
we had been for years, either outpatient treatment, and, if that 
doesn't work, into a hospital. Even where the hospital is built by the 
private for-profit hospital by itself, it has its cost to the public sector 
and contributes to draining some of the resources for the other kinds 
of services that we have been talking about. 

Ms. Knitzer. Let me just say one other thing about ihis, because 
it really puzzles me, too. I think part of the problem is that tradi- 
tional mental health services, which really do mean sitting and 
talking to a child or a parent, et cetera, simply do not work for this 
large population of kids, and the mental health professions them- 
selves, both psychologists and psychiatrists, have really not rushed 
to do all the other kinds of things that are nc cessary to provide ap- 
propriate treatment to these kids. So it in some ways is a comforta- 
ble stance, I think, for many of the professionals clinically as well 
as in terms of reimbursement; and that is part of what makes it so 
hard to challenge. 

Chairman Miller. Congressman Coats. 

Mr. Coats. One thing that I heard most of you stress is Ihe lack of 
agency cooperation. I hear this at home as I meet with the agencies 
there and talk with the people. They all agree there is a woeful lack of 
coordination and cooperation between agencies. Yet every attempt 
that is m?de to try to bring that together, to coordinate that, results in 
failure, probably because no one really wants to give up any turf. They 
all want to retain their funding, they all want to retain their jobs, and 
they all want to build their statistics to show that they really are 
meeting the needs. They all probably have somewhat of a parochial 
feeling that, "We really do a little bit better job than the rest, and Fm 
not sure we want to turn our clients over to that." _ 

How do we Break tEf ough that? How do we achieve that coordi- 
nation and cooperation between agencies that almost everyone 
here, I think, agrees needs to be done? 

Ms. Knitzer. I think there are some signs that some of the 
States are really trying. It is baby steps, but, for example, in Penn- 
sylvania recently all the county agencies agreed to have one 
annual meeting; the probation officers, the directors of special ed, 
the child welfare people, all had one meeting focused on how they 
could begin to work together. Obviously, an annual meeting is just 
a first step, but, nonetheless, this was unprecedented that they 
all came together. The model in Florida, the SEDNET model that I 
mentioned earlier, is also a step in the right direction. 

It is hard to know what the magic ingredient is. Some of it is 
getting people talking to each other, and some of it is having some 
incentives. CASSP, lor example, is really serving as an incentive. 

Mr. Coats. Well, I find they are now all talking to each other. 
There is a lot of talk going on about how all of us pull together. I 
don't see a lot of action. 

Ms. Knitzer. Well, there are a few things we can cling to, but, as 
usual, they are scattered. 
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Mr. Coats. Sometimes I feel like we almost ought to mandate a 
czar over all the social services for a particular area and let that 
person direct how the whole thing is going to fall in place. 

Mr. Friedman. That approach is being used in some places. 

Mr. Coats. Explain that. How does that work? 

Mr. Friedman. The approach of having more of an umbrella 
human services agency and having it perhaps on the state level or 
on a community level. 

Mr. Coats. It probably almost has to be directed from the state 
level, doesn't it, since so much of the funds and the administration 
of the funds come from the States? 

Mr. Friedman. Yes, but it is not sufficient if it is just at the 
state level. It almost has to be replicated at a community level, 
and there are those communities that do it in spite of the absence 
of leadership from the State. 

I think that the agencies listen most not to us professionals but 
they listen most to legislatoi-s, parents, and advocates, and folks 
have not paid much attention to the needs of these kids who fall 
between the cracks and are not clearly defined as being the respon- 
sibility of one system or another. 

What I see happening is that there is more effort. The CASSP 
program has contributed to that, some new funding policies have 
contributed to that, but perhaps more than anything else, people 
are getting more adamant, they are getting more angry, they are 
getting more irate at the fact that agencies are not only in some 
cases not cooperating but in some cases almost running parallel 
competitive systems with each other. 

I would hope that state legislators and others would be much 
more demanding that there be joint budget requests from agencies, 
and that is beginning to happen, that there be joint planning of 
services for groups like this, and I think some of that is beginning 
to happen. 

I really think that, left to their own, each agency has good people 
who are overwhelmed by their responsibilities, who are over- 
whelmed and don't have the resources and are looking for direc- 
tion. I think, left to their own, it would be a very slow process, and, 
really, the impetus is going to have to come from the higher up 
policy-making levels of government with a strong push from the 
ad vocates 

Ms. Gaunt. I would like to point out that the State of Indiana 
has passed House bill 1405, which mandates that the groups do get 
together and do as a team take a look at our children before they 
go any further into the system past foster care. I have found that 
very encouraging. 

Mr. Coats. Was that piece of legislation based on something that 
has been tried in another state or was that originated in Indiana? 

Ms. Gaunt. "I will be honest. I heard almost nothing about 
this House bill until after the fact, and I felt so greatly en<^ouraged 
about it, I wondered why I hadn't heard anything from my perspec- 
tive. But I also understand that not everybody was happy with 
that. As a parent, I found it the most encouraging thing that could 
happen. 

Mr. Coats. Who was unhappy with it? 
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Ms. Gaunt. Well, whenever we have got groups trying to work 
together, again, they are not necessarily going to be happy that 
they are going to have to sit down all together, so it is probably 
some of those same parties that are struggling over turf issues and 
the same parties that were still struggling to get together. That 
would be my guestimate, and that is all it could be. But I find it 
very encouraging, and I would hope to see it implemented in the 
next year and carried out. 

Mr. Coats. My feeling is that there will be some communities 
that, through the extraordinary leadership of a person or extraor- 
dinary cooperation or communication, will set up their own inter- 
agency cooperative efforts, but probably for the most part we are 
dealing with a situation where the law almost has to mandate this 
kind of action. That gives them the reason to go ahead and do it, 
and probably it has to be tied to funding, I would think. 

Mr. Friedman. Absolutely, 

Ms. Fine. I just wanted to say one thing on that. I think it is 
wonderful to talk about what the agencies should be doing and 
what the states should be budgeting, but what I don't see happen- 
ing is services translated down to the local level, parents spoken to at 
the local level; everything is at the state level, and we see nothing 
happening at our local level. 

That is something that I think we all have to be very careful 
about, that these services do get translated, and the children do get 
what they are supposed to get, and that parents aren't told— this is 
something else that you were talking about— parents are told, "If 
your child goes in the hospital, he will be there about 30 days, and 
everything should be fine." At the end of the 30 days, they leave 
the hospital, there is no instant cure, and the parents are out on 
that ocean of not knowing where to go again. That goes back to the 
hospital being an instant cure; it is not. 

If they had services for children in their ov/n homes, people who 
could come in and stay in the house, and watch what goes on in 
the home, and help tb parents there, that would be much better 
than sending them to *. Dspitals for 30 days just to use up their in- 
surance money for that year. 

Mr. Saxe. Yes. I think the financial link of agencies is particu- 
larly important. What we may have to do is go toward capitation 
systems where there is an actual financial link between all of the 
service systems, there is a pot of money to take care of the child, 
and it is somebody's responsibility to make sure that that is best 
spent. That is why in some closed systems, like the military, where 
the milita;:' responsible for whatever happens to the child or the 
family, it is easier to do demonstrations, it is easier to tie these 
things together. 

Mr. Coats. Let me just pursue one other line quickly here. Most 
of our discussion has revolved around treatment and intervention, 
and particularly early intervention, but what are your thoughts re- 
garding prevention? Maybe you don't have thoughts or doirt have 
answers, but what kinds of things should we be exploring and talk- 
ing about in terms of preventing it in the first place? 

Mr. Friedman. I think that is a critical area. One of the most 
difficult dilemmas that state administrators have is trying to bal- 
ance out what they consider— and I agree with them— is a serious 
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responsibility for those who have the most significant problems, 
with the recognition that unless they do something at the frjnt end 
they are not going to make any long-term progress. 

I think we need to recognize first of all that there is a variety of 
types of problems that we are talking about. Some of them, a low 
percentage of them, but some of them have more of a biological 
origin, and the approaches to prevention need to involve more 
basic research in that regard. 

But many of them involve a significant component of family 
strength, of support to the family, of identification of youngsters 
who are beginning to show learning and emotional and behavioral 
problems at an early age, and that we can identify families at risk, 
youngsters in those families, and begin to work with them at an 
early stage. 

We have spent some time talking about foster care, and we 
should recognize that any child, whatever age, who is abused or ne- 
glected and has to be removed from his or her home because of 
that is at risk for emotional problems as well and that all of these 
cannot be separated. 

So I would suggest that there is much that can be done and 
should be done in this area, that we don't have the knowledge to 
address all of the forms of emotional disturbance in children, but 
that in many of those, particularly where there is a strong family 
and environmental component, where families mean well and want 
to help and need the support and assistance, or where children 
have already experienced trauma and need the services at an early 
stage, we should be directing much more of our efforts towards 
them. 

Ms. Gaunt. I want to thank you for asking that question. I 
thought nobody would. 

At 7:30 or 11 o'clock at night, when the case workers have ,all 
gone home and I've got that kid all to myself, I can tell you just 
what I need, and it is much the same as what a birth parent needs, 
because I am just respiting birth parents a lot of times. I have in- 
tensive training, and I am able to handle that child and under- 
stand them and not contribute to their problems. 

Birth families many times are not bad people. My father was a 
foster child, and I have a great deal of empathy for birth families 
that are under stress. I am not out to adopt other people's children, 
and neither would I have done it with the child that I had except 
that that child just could not go through one more placement, and I 
did not have the heart to pass him on. 

But respite care, quality respite care, for these children, because 
these are kids— with the breakdown of their home and the destruc- 
tion of marriages, they cannot get away from these kids. When you 
are talking about kids like Jason and Ricky that are pounding on 
your nerves 24 hours a day, respite, as dumb as it sounds, is some- 
thing that is extremely valuable. Somebody supporting, if some- 
body could come into that home right then, if that home is not edu- 
cated—I'm not talking about that they haven't had training. 

I have parented a lot of children, but the emotionally handi- 
capped children take a great deal of understanding and education 
to be able to work with and handle them. 
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My commitment level is extremely hijgh after having been the 
child of a foster child, but, at the same time, it was that education 
that has held me together and has provided stability for my adopt- 
ed son. It is the one thread that the therapist says may pull him 
through, so I hang in there. He is fortunate to be in one of the only 
specialized foster homes in Indiana, and it is because I came from a 
pilot project in northeastern Indiana, and I am very thankful. 

Mr. Saxe. Prevention is probably one of the most important new 
areas of research and, I think, one of the areas where we are learn- 
ing lots of new things about how to help children before problems 
become serious. 

As Bob said, we are now gett* much better handle on what 
are the at-risk conditions, and v makes it possible for us to in- 
tervene before it is necessary to remove a child from a home or the 
child gets so out of control that the teacher doesn't want to have to 
deal with him. 

Mr. Coats. What are those at-risk conditions? 

Mr. Saxe. They are everything from conditions of family instabil- 
ity, a parent being alcoholic, separation of the parents, psychopa- 
thology in the parents. There are other things that just appear in 
the child. For example, a child that may be overly shy in school or 
abnormally shy in the first or second grade may not be able to de- 
velop the peer relations that are necessary to learn school materi- 
al, to learn how to develop social skills. 

Identifying kids who have problems early on, even if we wouldn't 
call them psychopathological, we wouldn't want to send them to a 
therapist, but indentifying them and intervening may be /ery useful. 

There was an interesting experiment a couple of years ago in 
England where they identified with parents and teachers kids who 
were just exhibiting abnormal behavior. They tried a variety of 
interventions. Those kids six months, a year, a year and a half 
down the road were doing significantly better than kids who hadn t 
been treated at all— very cost-effective kinds of interventions. 

NIMH has a research centers program in prevention. What 
NIMH now needs to do is to take the findings of this rp^earch pro- 
gram and implement them, and the states need to implement 
them, and there is a crucial link that needs to be made there. 

Ms. Knitzer. Can I just quickly say that we don't do anything 
with prevention. There are levels of not doing anything. I was 
really shocked in Unclaimed Children. 

Chairman Miller. Could you say that a nicer way? 

Ms. Knitzer. I thought at least that we would pay some atten- 
tion to children of mentally ill parents in the mental health system, 
and we found almost no programs for those children or for children 
who were addicted or substance abusers. There is a very clear high- 
risk population. That isn't even talking about the general poverty 
issues: housing, homelessness. We are clearly in need of some 
massive interventions that go beyond, I think, a narrow mental 
health definition of prevention, but even that we don't do very much. 

Mr. Coats. Thank you. 

Thank you, Mr. Chairman. 
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Chairman Miller. Congressman Holloway. 

Mr. Holloway. I really don't have any questions because I didn't 
hear the testimony of the witnesses, but it is such a tremendous 
burden we have out there. How do we handle it? Exactly what di- 
rection are we taking? From the testimony of you all or from your 
answers, I am not sure that even— I am hopeful that you would 
have the answers from experience in this o.i a daily basis, but it 
seems to be a pretty tremendous problem that we do have to try to 
do something with. 

Undoubtedly, we do have money there. It is just a matter of 
trying to put it together and get it to work in the right direction or 
try to pool our resources and what is out there to where it is effec- 
tive. 

I know that this is probably the one aspect of our society where 
the problem is so complicated that it is going to be quite a moun- 
tain to climb to try to put the right agencies in the right places. I 
wish, if there were any further dfiscussion or answers that you all 
have to this problem, you could touch on them at this point, be- 
cause I think the whole solution to the problem is, if we can just 
ever ugure out how to get these agencies all working in the same 
direction in a way that they can be effective. 

Ms. KNrrzER. There is a model in CASSP though, and I think it 
is a very important one, and it is a direction, particularly if we can 
link it with some of the other kinds of relevant reform efforts—for 
example, permanency planning. Federal leadership in linking those 
two efforts, I think, would be really very significant. 

There is not a lot of Federal money in children's mental health; 
there is shockingly little Federal money in children's mental 
health, tart^-^ted monies. I think CASSP is now only $5.9 million. 

Chairman^ Miller. Excuse me. Your argument is that CASSP 
does this— right? It appears that it is bringing these agencies to- 
gether and bringing about some coordination? 

Ms. KNrrzER. Yes. 

Chairman Miller. Is that what you are telling us? 
^ Ms. Knitzer. I think it is probably the best thing we have going 
in terms of a framework for moving forward. As everybody has 
said here, obviously, getting the services in place, hov/ever, really 
means dealing with some of the fiscal issues, and Ihose are the 
tough ones, the reimbursement systems. 

Mr. Holloway. I have no further questions. 

Chairman Miller. Congressman Durbin. 

Mr. Durbin. One of the things that we have been told repeatedly 
is that where the Federal Government has cut back in funding for 
this type of program or has held it steady, that the states have 
movjd in to fill the gap. We have been told that in education, for 
example, where, over the past six years, under this administration, 
we have almost held the line at the same dollar level of spending 
at the Federal Aid to Education Program. Yet the suggestion has 
been ^made by Secretary Bennett and others that that really 
doesn't tell the whole stovy. The m^'arity of the money on educa- 
tion IS being raised and spent by sta^ and local units of govern- 
ment. 

I see here that since the Community Mental Health Centers Act 
was repealed in 1981 and folded into the block grant we have seen 
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an actual decline in Federal spending for that blcck grant since 
1981. Can you tell me whether the suggestion thai the local and 
State governments have moved in to fill this ga'^ and to provide the 
needed resources is accurate in this int/^ance? 

Mr. Friedman. The needed resources are nf^*- there. I have not 
seen evidence that state governments have ni' ved in in a signifi- 
cant way to fill the void. There are some data that show that state 
mental health expenditures for mental health services have in- 
creased at a relatively steady rate, at least in the early 1980's. So 
there has been some growth. However, we are in a situation where 
we are playing such a catch-up game where the funding was inad- 
equate to begin with. 

Part of the problem is clearly the way the funding is structured 
and the way the funding is used. But I don't want to diminish the 
fact that part of the problem is that there is just an absence of ade- 
quate resources also, and I really, particularly over the last couple 
of years, have not seen indications of large amounts of new funds 
that are coming for the kind of services we are talking about. 

Ms. Knitzer. I think it is important to distinguish between gen- 
eral mental health budgets and targeted monies for children, and it 
is very clear. For example, the only targeted monies now for chil- 
dren through Federal dollars are CASSP monies, and some States 
have used the set-aside from the block grant, but basicaUy most of 
the block grant money goes for the adult chronically mental ill. 

There is some evidence, and I haven't seen any systematic 
survey, ot community mental health centers cutting back on chil- 
dren's services, which tend to be more costly because you need 
more specialij^ed people; somebody who deals with pre-school chil- 
dren may not be so good working with an adolescent, whereas that 
is not necessarily true in dealing with adults. 

So there is some evidence that the easiest thing to do is to reduce 
children's outpatient mental health services, for example, which 
have never been very extensive to begin with. The are many 
commurtity mental health centers in this country that have no 
children's specialists at all. 

Mr. Sake. If I could just add a couple of things. One is that the 
ADM block grant, the first appropriation for it was approximately 
half of what the amount had been previously under what was then 
the Mental Health Systems Act, the Community Mental Health 
Centers Program. That has created a tremendous problem.^ 

Now there is a lot of money being spent on children, and some of 
the burden has been shifted to the private sector, but our analyses 
for OTA indicate th'xt it is going in the least effic ient places. There 
has been a substantial shift to private hospitals and hospitalization 
in nonpublic facilities. That is tremendously costly and serves only 
a couple of kids. That is the story today. 

Also, it should be pointed out that the National Institute of 
Mental Health has lost funding to do some of the basic biometric 
and epidemiological studies which are necessary even to tell us how 
much of an effect the funding shifts have had since 1980. We are just 
not able to collect and report the data any more. 

Mr. DuRBiN. If I can ask one other question, and forgive me for 
trying to draw parallels with concerns we have about education, 
but we have found that many of the health issues and education 
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issues at the Federal level run in parallel. What about the level of 
quality and competence of counselors in the system? We know now 
that we are losing many good teachers because, frankly, we don't 
pay them enough; they are not attracted to the profession. 

In my congressional district, a high school counselor once tola 
me that the only young men and women who come before her in- 
terested in teaching can't spell the word ''college," and that is a 
sad commentary when you think that we are going to be turning 
over our children and grandchildren into that system. Now that 
may be too harsh, but I think statistics suggest that we are losing 
some of the best and the brightest from the teaching profession. 

I would like to apply that to your circumstance here. I have read 
the testimony where some of you have had experiences with people 
who clearly were not the best at diagnostic ability in terms of prob- 
lems that the children were encountering. Is this endemic to the 
system? Was this an exce^, tion? Are we really preparing people or 
encouraging them to get involved in this? 

M&. Knitzer. The answer is no, we are not really preparing 
people and encouraging them to get involved. 

There are difficulties at all levels. There really are not very 
many mental health people trained specifically in child and adoles- 
cent ser\aces, and when they are trained^ very often their tri^^ ing 
is traditional and trains them to do either outoatient or in^ 3nt 
therapy rather than the more complex kinds treatment tha'i we 
are talking about. So that is a tremendous iisue. 

It is also a tremendous issue with respect to peisonnel in the 
schools. The most serious teacher shortage for working with handi- 
capped kids is in seriously emotionally disturbed chil Iren. There is 
the greatest amount of burnout among ihose teachers. They get 
almost no support whatsoever, and I think there is some real ques- 
tion as to how we are using mental health resources in the schools. 
Because of Public Law 94-142, most mental health professionals do 
little else except test, which may not be the best way, the most 
cost-effective way of really using their time, because it isn't clear 
that those evaluations ever feed back into a plan for working with 
the child either clinically or educationally. 

So the issue of resources and the pool whom we select is a very 
critical one, and actually I suspect that both the APA's have data 
on the shortage issue around persG*i power. 

Ms. Gaunt. Since T deal on a regular basis mth these kids and 
take them regularly for their counseling and all, it was ^eally sur- 
prising when I moved to the eleventh largest city in the country 
that there were no black therapists at the facility that is contract- 
ed to provide services for my county. Now that was really difficult, 
to take my emotionally handicapped inner-city black to someone 
that he really could not begin to relate to. It set us up for failure. 

In response to the schools, the way schools handle it is, they 
ignore you. You tell them that you would like to have the child 
tested, you put it in writing several *imes, you make some phone 
calls, the child gets suspended, the child gets arrested on a minor 
altercation at school, and after that you pick up and move to an- 
c*hor part of town where you try for a better school that is going to 
try to respond to your child. 
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Let me tell you where I moved. I moved into a house directly 
behind the emergen^' shelter center in my city, and I picked that 
house for one reason, because I figured if those schools worked 
with those kids, 100 kids every day, they must have learned some- 
thing. 

But, you know, if the school does not recognize a child is S5, they 
do not have to pay for that education of that child, so he becomes 
the problem of Welfare, or Probation, and they ignore their respon- 
sibility. 

So I have also found from personal experience that I think some- 
times our private services are better than somb of the ones we are 
mandated to use. Medicaid, I can use any therapist, but if it is a 
child from my local county, right now, I can only use the center 
which does not l^ave any black therapists and doesn't necessarily 
meet all my children's needs. So my children have to be molded 
into what is available right there. 

That is unfortunate. I think foster parents would really like to 
see— because I think I could get my kids back home even faster, 
and I have probably one of the highest success rates, I feel, for a 
specialized home, to get my kids back home. 

Mr. Friedman. Let me perhaps be a little upbeat for a change on 
that question, and it perhaps relates back to Mr. HoUoway's earlier 
question. 

First, if we look at whera we are in this field in relation to what 
the need is for services for children and families, we have a tre- 
mendously long way to go, and there is just tremendous pain and 
anguish as a consequence of the deficiencies in the system. 

However, if we look at where we are now in 1987, we can be 
pleased that there is more interest in the field, and there have 
been more new programs and services developed. Although it is not 
-the rule around the country, there are some models of very effec- 
tive community systems of service, some agencies are beginning to 
work together, so that, in a sense, we have made substantial 
progress. The CASSP program that has been referred to has been 
one of the impetures for it. The whole movement of state mental 
health leaders for children has contributed to that. So there have 
been some positive things. 

In the area of training of professionals though, we have moved 
fairly rapidly in developing new program models, and oixO of the 
things that I think has happened is it has made tho training of pro- 
fessionals become eomewhat obsolete fairly rapidly. 

What we have learned a seriously disturbed child require^ now 
in the 1980 's is something different than the kind of talking ther- 
apy that we used to think of 10, and 15, and 20 years ago. So many 
of the folks who are out there and many of the people who are 
training our new generation of education and mental health profes- 
sionals really don t have the sIuUs and the knowledge and the ex- 
perience to provide the training, and maybe even more seriously, 
they have the kind of attitudes that are inclined towards more of 
the traditional approaches that sometimes prevent that. 

It is unfortunate that, even within our public universities, it 
seems to me there is a m^'or gap between what the public sector 
needs in terms of the type training for social woi kers, counsel- 
ors, teachers, psychologists, psychiatrists, and the type of training 
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that tends to be provided in the universities. The type of training is 
much more geared toward people who will be working for more 
third-party payments or outpatient and hospital kinds of services. 

Mr. DuRBiN. If I could ask a folio jvup question on that, could you 
identify any univei^ities, colleges, or sources of training that you 
think are innovative now and responsive to modern needs, modern 
therapy, as opposed to the more traditional methods you discussed? 

Mr. Friedman. Well, in fact, the National Institute of Mental 
Health has funded some programs to begin to develop curricula 
that are geared that way. I am hard put in the children's area. In 
the adult area, I could mention several that are looking at much 
more p^cho-social models vnth a heavier case management focus. 

Franldy, one of the fields that has played such a leading role 
over the years has been social ^ork, and that has been a field that 
has been much more aggressive in reaching out to families, and 
they are beginning to move away from that. 

So I am hard put— and others may be able to— to mention specif- 
ic universities as exemplary. 

Ms. Fine. I just wanted to mention that while speaking w^'^h sev- 
eral parents last week, they asked me to bring you a message. 

'^Phese parents and many other parents throughout the country 
want their children with serious emotional problems to remain in 
their own homes. The parents I spoke with felt that the money 
spent on foster care and residential placement should be lised to 
provide intensive in-home services which would dramatically 
reduce the risk of out-of-home placements. Family coping skills, 
respite care, education and therapeutic services are but a few of 
the services that would reduce the risk of outof-home placements. 

Chairman Miller. Congressman Hastert. 

Mr. Hastert. Thank ycu, Mr. Chairman. I'm sorry for being late, 
but I am interested in what the topic is here and going tiirough 
some of the testimony. 

Let me just ask some opinions to get the feel of where you are 
coming from here. On your statement ab^ut universities, isn't it 
probably true— at least my experience in the state legislature, car- 
r3dng the appropriation bills for all these agencies for a number of 
years, for instance, social workers wanted to organize and become 
certified, and they wanted to get certified through the university 
system. It seerno that instead of being the spontaneous and innova- 
tive type of programs that you need to meet the state of the art, 
once you start ingrainipg that system and institutionalising; quote/ 
unquote, whatever a social worker is you become more static and 
are less flexible. What is your reaction to that? 

Mr. Friedman. Yes, but there needs to be a balance. There clear- 
ly need to be some protections and safeguards and some certifica- 
tion procedures, but I think the caution that you are raising is an 
important one. We need to be cautious of that and not set up a pro- 
cedure that is conservative and works against innovation and pro- 
gressive change. 

Mr. Hastert. The people that I saw coming to me were the old- 
timers who were protecting their turf, and that is exactly why they 
wanted the certification, from my point of view, and would really 
stifle new ideas, new programs, and the flexibility that you need to 
adjust. 
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One more frustration while we are talking here, in Illinois— and 
I see that there is a synopsis of Illinois problems, and I probably 
agree with most of those— we had rather a broad range of agencies 
that dealt with children's problems. 

One of our biggest problems was meeting Federal mandates. You 
know, the block grant money came through, but when the Federal 
mandates came through, sometimes what appeared to be a very 
minor portion of that program because the mandates drained off a 
very major part of the resources, both from general revenue funds 
and from block grant funds. How do you react to that? Do y u see 
the more mandates that come tiown from on high, the more diffi- 
cult it is to meet specific net';ds and sohe problems? 

Mr. Saxe. In the case of children, I think the set-asido which es- 
sentially mandated certain kinds of services amounted to only a 
small portion of the block grant funds, less than 10 percent, and 
that was an appropriate share of the funds that should be spent. 
The problem was, the pot was too small, or the pot is too small. 

Then go back to your question ahout training. One of the most 
important ways that innovation has been maintained over a long 
period of time— 20 years, I think— is the program of training 
grants in the National Institute of Mental Health. Giving universi- 
ties funds to innovate, to try new things, has been one of the ways 
to develop new models. Over the last five years, virtually all money 
for people who were going to do clinical work has dried up. There 
are no longer NIMH training funds, certainly not on the order that 
there were 10 and 15 years ago, and that, from a university's per- 
spective, is inhibiting our ability to train people. 

Mr. Hastert. That is interesting, because the experience I had 
was that the most innovative and new programs came out of those 
people who were the providers, who were on the street, who met 
the problems day in and day out, and not academia, who is sitting 
up there and trying to pass paper down through level after level 
after level of bureaucracy. So I disagree with you. 

One of the things that we found— and I was the sponsor of a bill 
that put forward training grants— a check-off system in Illinois for 
child abuse prevention happened to be that specific program, just 
to Circumvent those academia, the universities that went on theory 
and weren't down in the field of practice. We found that the best 
programs and probably the most effective programs were the pro- 
grams that came off the street, those people who had to deal— the 
foster parents, the people who had to deal with the problems day in 
and day out; they had the answers; it wasn't academia. 

Chairman Miller. Thank you. 

If the news isn't bad enough, it appears that for this next fiscal 
year of the CASSP program, I think we have 19 States that have 
applied for funding— it appears that we are only going to be able to 
fund 4 of those states that Congressman Coats and Congressman 
Holloway and others have talked about in terms of bringii^g some 
interagency agreement and cooperation. It appears that it h going 
to take longer than dome people have anticipated; ani that appears 
to be the bright spot in this testimony this morning, so that con- 
cerns me. 

My other concern is that in the set-aside that we did have, 
apparently, we have included more under-served populations than 
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just childr<.n now. I think Senator Hatch expanded it to the homeless 
and to others. So we have the same pot of money that has now been 
diluted by people who are clearly in need of these services, but, 
nevertheless, we have not expanded that pot. 

I assume that v;hen we talk about the providing of services, and 
when we then get to the poor and the minority communities, we are 
just talking about this pifoblem in a much more exasperated condi- 
tion than our discussions this morning. Is that fair to say? I think 
that is the subject of another hearing, but your experience, I assume, 
would lead you to believe that that is the case, that the services are 
much less likely to be appropriate and be provided in that fashion in 
that community. 

Thank you very much for your time, and your testimony, and 
your help. As you know, this is an ongoing effort of the Select Com- 
mittee to look at mental health in young children, and we appreci- 
ate your help very much. 

The next panel that the committee will hear from will be made 
up of Stuart McCuUough, who is the director of the Contra Costa 
County Department of Mental Health from Contra Costa County, 
California; Marilyn Mennis, who is the vice president of servico ad- 
ministration, Philadelphia Child Guidance Clinic, Philadelphia, 
Pennsylvania; Bertrand L'Homme, who is the executive director of 
City Lights, Washington, D.C.; Thomas Davis, who is the mental 
health program manager, Alexandria Mental Health Center/Chil- 
dren s Services, Alexandria, Louisiana; Randall Feltman, who is 
the program manager. Children's Services Demonstration Project, 
Ventura County, California; and Judith Shanley, who is the assist- 
ant commissioner, Erie County Department of Mental Health, in 
Buffalo, New York. 

Welcome to the committee. Again, to the extent to which you can 
summarize your testimony will be appreciated— as you can see, the 
testimony is raising a number of questions with members of the 
panel— so that we can leave time for those questions. Your entire 
statement and supporting documents will be made p^rt cf the formal 
recoid of this hearing. 

As we usually do, we v/ill leave the record of this hearing open 
for a period of 2 v ^\ .;o liiat people have an opportunity to re- 
spond or p-'^'^idc additional documentation or information that 
they think will be helpful to the committee. 

Stuart, we ^ Ul start with you. Thank you for coming on relative- 
ly short notice; but it is either here or the Board cf Supervisors; 
you can take your choice. We appreciate it, and we will start with 
you. 

STATEMENT OF STUART McCULLOUGH, DIRECTOR, CONTRA 
COSTA COUNTY DEPARTMENT OF MENTAL HEALTH, CONTRA 
COSTA COUNTY, CA 

Mr. McCuLLOUGH. Thank you. Congressman Miller. 

In California, Governor Ronald Reagan in the early 1970's 
cleaned out the State hospitals and transferred the responsibility 
for caring for the mentally ill to the local level. In California, 
the local level means the counties, and we were wholly unprepared 
to take on that responsibility. There was, in fact, no political orien- 
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tation to our boards of supervisors; they were wholly unprepared to 
take on a clinical and administrative responsibility, and there was 
no clinical and administrative infrastructure set up to accept these 
folks. 

In addition, the governor usurped a tremendous percentage of 
those dollars into his general fund, which is partially the reason 
that we had such a large surplus, and, as a result, the mental 
health system in California has been on a poverty basis ever since. 

We were primarily focusing on the adults through this early 
process, and in the last 10 years a very strong lobby has developed 
across the State to demand that we provide services to children. 
We now have what is called Eglin language in California sUting 
that the community mental health system, if it isn't spending at 
least 25 percent of its funds towards the treatment of children, 
must spend 50 percent of all new dollars for that end. 

I would like the committee to know today that in California, and 
Fm certain in all the other States, we are seeing an increasiiigi3' 
nkore disturbexi and difficuii child. Children are more violent, they 
are more suicidal, there are incredibly high rates of increases of vi- 
olence; we are seeing very poor family communication. We believe 
it is a seriously under-understood problem of the polydrug pl^e- 
nomenon in families and in children. Half the kids we are seeing 
are, in fact, polydrug abusers. 

We talked a moment ago about staff training. 

Chairman Miller. Children, or the family, or both? 

Mr. McCuLLOUGH. Both. 

We talked about staff training. Staff awareness of drug abuse, 
and how to treat it in the family, is woefully inadequate. 

In California, we are not talking just about poor folks, we are 
talking about all income stratas in terms of family disintegration. 
In the social services, probation, special education departments, all 
of them recognize that at the root they are dealing with mental 
health problems and refer to us consistently to help them out. 

We are under the gun in California because of increasing State 
mandates such as SB-14, which made our social services depart^ 
ments become just what you heard earlier, which are basically pro- 
tection mills, where we are pulling children out of homes really 
without i::?uch idea what we are going to do with Inem once we get 
them out of those homes. 

We have seen a 400 percent increase in the rate of child abuse 
reporting in California. In California today, there are 9,000 chil- 
dren placed out of home in intensive residential treatment facili- 
ties. The cost is $220 million a year, and that rate is growing at 20 
percent per year. That is only for the most intensive residential 
programming. It doesn't count the less intensive foster care system. 

In our probation department, juvenile probation officers are carry- 
ing case loads of between 65 and 80, typically in the range of 80, 
children a day. There is no way on earth they can adequately serve 
that number of kids. Our outpatient clinics have a waiting list typi- 
cally of 50 children. We are triaging. We are only seeing those chil- 
dren that are imminently hostile— that is, violently hostile or im- 
minently suicidal. 

There are studies that are showing that cr.e in four children 
today will be born into a home where one or bath parents will be 
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significantly abusing substances. One in three female children and 
one in seven boys, according to a study recently completed at Mills 
College, will undergo some sort of abuse. 

Tlie mental health system in California, as you have heard earlier, 
is flat-out overwhelmed. All the other departments are asking us for 
help. We are tr3ri[ng to cooperate as best we can and to provide 
services, with the exception of the Social Services Department, to 
these kids, but we are being constantly criticized for not doing 
enough. The pain is that we know we are not doing enough. 

There are some things that are occurring, and you are going to 
hear down the line here about the Ventura Project, a model pro- 
gram in California to try and help departments work together. In 
Contra Costa County, we have the Services Board where the 
mental health directc"- the social services director, the chief proba- 
tion officer, and the county administrator meet monthly. 

We have been, and I personally have been, criticized as part of 
that group for not doing enough by our children's advocates. They 
have organized themselves into subcommittees of that board and 
are now basically kicking us around, some saying, "You're not 
doing enough. For instance, yuu don't have a system set up where 
your line staff talk to one another," and I am embarrassed to say, 
in fact, we didn't. But it is our local lobby that has been demanding 
that we start to do that kind of planning together, where it isn't just 
department heads meeting but also, in fact, our line staff is startin<T 
to talk to one another. 

They have also asked us and, in fact, taken the lead for is in 
organizing placement committee where we have organized to see 
if we can increase the number of residential placements— that is, 
group homes— in our county, and since that group was formed six 
months ago we have seen an increase of 80 beds. That is almost a 
doubling of the beds in uur county, and it is again because, at Vae 
local level, things are getting organized And I think that is really 
what I would like to drive as my theme today; that ws really have 
got to get organized' at the local level if we are going to, in fact, 
really affect this problem. 

Anything you do at the Federal level I would ask that it include 
incentives For instance, if you want departments to work together, 
rather tVian mandating it, I would suggest that you try and create 
systems under which it pays for us to work together. We are all 
very competitive people, and if you put us in a position where we 
have to go for dollars and demonstrate that we can work together, 
I think you will see a significant improvement in that area. 

In Contra Costa County, we are clear that if we double the 
budget, if we double our budg. I in mental health, probation, social 
services and special education, we couldn't keep up with the need. 
It is huge. What can we do as government, what can any of us do? 

What we have begun to organize under thu leadership of our 
county administrator, Phil Batchploi, is a number of symposiums 
on the family. We have formed a family alliance foundation in 
which we are trying very hard to find, locate, and publicize pro- 
grams that often are not expensive, that are working to improve 
family communication, working to make parenting a high priority 
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in our society, working to make being a parent, being a family 
member, bb important as being successful, being powerful. 

We are having a lot of success with these symposiums. The latest 
one brought the leaders fum the education system, private enter- 
prise, county schools, priv organization: and social clubs like 
the Rotary Foundation, all together for a day to talk about ways 
we could strengthen the family, because it is at that level we are 
really going to have to make some impact. 

We can pull these -9,000 kids out of abusive homes; we can pull 
18,000 kids out of these homes, and spend a billion dollars. Those 
kids are going to \yant to go home. It is a phenomenon that a kid 
will be in a very u^ie, loving foster care home and will work to get 
home to an abusing parent because he or she is their parent. We have 
got to work with those families, and we have got to do it in a soci- 
etal way, in a way in which we create some norms, where it be- 
comes important to be a parent. 

We in government, of course, can't mandate how people should 
run their families. None of us are advocating that. I don't want the 
Government telling me how to run mine. But we have got to create 
a way in which we strengthen the commitment as a culture to 
being good family members. 

To that end, we have created a policy by organizing a number of 
our leading citizens in the county and parents groups that basical- 
ly says four things: that if you are going to talk about alcohol, drug 
abuse, and violence, you can't simply tdk about doing that in the 
schools alone; we are already asking our schools to take care of 
child abuse, teen suicide, pregnancy; we have more and more asked 
the schools to imbue values to our children, and it has got to be our 
responsibility in the home to do that. 

I am willing to bet, if you ask your friends, not one of them has 
had a family dinner with the television off in the last seven or 
eight days, because we just don't have time. So how the heck are 
we going to imbue those kids with values if we don't take the time 
to talk to them? 

We have a culture that is going ^"»o fast; how does one take time 
oat? So we can't ask the schools to do it alone. Wlien you have a $100 
billion illegal drug market in the United States— we spend $100 bil- 
lion on drugs in the United States, if the numbers are accurate, that 
is not a children's problem; it is the adults buying those drugs. 
We have got to get to adults, and the way to do that is in the work 
place and through the media. 

Alcohol is the number one consumed beverage on television. The 
average child will see 18,000 murders before the age of 18 on televi- 
sion. It is the television that is imbuing values today more than we 
are as parents. 

So we have to work, and this policy calls for working fz-^mvd cre- 
ating a positive environment in the home, the school, and the com- 
munity; for including private enterprise, private business, and our 
social organizations. Schools, parents' groups, youth groups, county 
services, and community agencies, law enforcement, all have got to 
be working together basically at the cellular level— that is, at the 
local community level— literally little Soviets, if you will, whore 
people are getting organized to attack this problem ' the local level. 
If we try and do it on high, it won't work. 
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attack this problem at the local level. If we try and do it on high, it 
won't work. 

In addition, folks here have said that we have to work at the 
early intervention stage. I am working in Contra Costa County. We 
are a Prop 13 St^ate. The citizens have made it very, very clear that 
they are taxed at about, the level they want to be taxed. 

My county is growing at 10,000 people per year, and in C'^lifornia 
that is a slow rate of growth; 10,vOO people a year is a slow rate. In 
some of the larger counties, that number is three and four times 
that high in numbers of people. So I am working to see if I can get 
^ organized politically to see if the citizens would be willing to vote a 
property tax increase to raise about $7 million for a host of early 
intervention programs, including respite care for parents, working 
in the homes with young kids, working in day care, and the like. 

I am competing against a sheriff for a new jail and against my 
boss for a new county hospital, and many other necessary and posi- 
tive things that have to be done, but it is something that I hope to 
see taken to the citizens, and I am simply going to ask this ques- 
tion, and I think it might work. People are laughing at me at 
home, but I thiiJc it might. Hov/ many of you can honestly say in 
the last five years and in your own immediate family, or certainly 
in your extended family, there hasn't been at least one significant 
alcohol, drug, or mental health problem? When you went to get 
help, what happened? I think if I can ask those two questions, we 
will have a chance of see/ ig that ballot initiative passed. 

Congressman Miller has already noted in his opening stafcj- 
ments AB-3632 in California. We are attempting to implement 
Public Law 94-142. In our county alone, I have seen an increase in 
referrals of 175 additional children who, before that bill was 
passed, were not part of the mental health system, from the 
schools. We are not even remotely close to having sufficiently iii- 
creasftd funding for staffing to meet that need, but the intent is 
very positive. These kids, in fact, are very disturbed. They are not 
psychotic. That is, they don't have significant delusions, but they 
certain^ act in ways that are not social, and we are working hard 
to see tiiat that bill be implemented. 

We are also working very hard to increase conflict resolution 
panels in our schools all the way down to the elementary level. 
When kids get into a fight now in Contra Costa County, in most of 
our high schools and increasingly in our intermediate and elemen- 
tary schools — well, at least a few of those— we have teams of spe- 
cially trained mediators — that is, kids themselves, who step in, 
break up the fight, with no parental, no administrative, or faculty 
input at all. They set the kids down; they have very specific ques- 
tions—training, that is. For instance, they never ask the question 
"Why?" There are lots of things that they do as part of their train- 
ing. They get the conflict resolved and never have parental involve- 
ment, never have adult involvement, rather. 

The impact of this program has been significant in reducing 
truancy and expulsion rates in the involved schools. It has been 
significant in breaking down the racial cliques, and, most of all, it 
is teaching the kids that there are other vfays to solve problems be- 
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sides bashing your opponent in, which is what they see on televi- 
sion and what the media portrays daily. 

So prevention has got to occur. I don't think in California there 
will be ever enough dollars to meet the need. We have got to work 
at getting that basic cellular system, that basic family, to function 
better. We have got to make parenting the most imports {it part of 
being part of our culture. Whatever you can do here in • . ngress to 
accentuate that, to make all of us aware of it, is critically impor- 
tant. Basically, I am talking about creating mores where the family 
comes first and our capacity to consume or to demonstrate con- 
sumption or the like is significantly secondary. 

[Prepared statement of Stuart McCuLough follows:] 
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Prbparkd Statement op Stuart McCullough, Contra Costa County Mental 
Health Director, Caufornia 

In the state of California, during the aarly 10' s, Governor 
Ronald Reagan significantly reduced the state x^ntal hospital 
eystem and transferred responsibllty to the "local level". TT.a 
local level la, In fact, the county nental htalth aysteaa. 
Counties were antf are ill-prepared to assa-nc this responsibility. 
Ihere was very little, if any, political orientation of the local 
Boards of Supervisors to prepare then for this new and cosnplex 
responsibility. Suddenly, counties were expected to provide an 
array (or continuuja) of inental health services without any tino 
to prapare an adbtlnlstratlve and cUnical Infrastructure. The 
result has been chaos, unfulfilled promises and a great deal ot 
bittemais on the part of the mentally ill and their faollies. 
To naXe ratters worse, the Governor usurped a substantial portion 
of the state hospital savings into the Genera? Fund. Therefore, 
the California ccarcunity nental health system began significantly 
underfunded and has continually operated on a pover*iy basis. 
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Initially th« Cilifomia mental health ayatam focuaad prlinarily 
on the peraiatently nentally ill adult. Rowavar« over the paat 
ton yeara a very stiong lobby hai baan daxandlng that children 
services be a high priority in all county mental health syfike^a. 
In Contra coita County, the nontal health ayaten is receiving an 
ever-increasing nunbor of referrali. it ia very important tor 
the Select Cocnmittee to know th..^ wa are accing an increasingly 
diaturbad child. lypically diagnoaed as borderline 
peraonalitlea, many of these children are violent, have a poor 
prognosis and case froa a very dysfunctional family. A very high 
percentage of the children are polydrug abusers. Va are seeing 
children from all econonio and racial backgrounds. This is 
reflected throughout the entire Stato of California. 

Other County Departooenta, such as social service, Pi'obation and 
Special Education, racogniae they are workiag with mental health 
problana. Incraaalngly thaaa dapartnenta are asking mental 
health for assistance as they attes^t tc carry out their 
respective roandatca. All of the aSove nasvod cepaxtnents are 
Inundated with kids and all are seeing the quality of sarvicea 
deteriorate under the aheer magnitude of their caseloada. 




ERLC 



90 



In CalifomlK wo currently have ov«r d,000 children plAc«<a in 
yroup and ipociAlitud foiter bono cara* The coit to the Stata ii 
over $220 ndlllon annually* This axpense ia increasing at the 
rate of 20 percent per year* In our Probation Dapartnent the 
typical Juvenile Probation Officer is carrying a caseload between 
65 and 80 children* There are three outpatient clinics In Contra 
Costa County that servo children. To date, each is averaging a 
vmiting list of at least 50 children. We find ourselves 
operating on a triage basis, being luro to take care o£ the xsoat 
eelf -destructive or inninently hostile children first* 

In contra Costa Cotrnty, l'..;e in rumy other counties around the 
State, wo are forced to have children with plaoeraent difficulties 
on our Adult acute inpatient wards. Ve do this only as a las^w 
resort* Tor the past eight wteks, we have had a 13-year old 
developmental ly disabled girl on our adult ward because we are 
finding i.t Inpoasible to locate any program willing to accept her 
because of icultiple mental and health problesis* 

Certainly an increase in funding for the nental health system for 
children nttds to be a high priority* In addition, we rust do 
something to strengthen the basic family unit whatever its 
atnioturei i*e*, single parent, both parents working, blended 
fazaily, otc* One in four children is raised in a family where 
there is serious alcohol abuse* In a study recently cociploted at 
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Mills CoIleff6, it wu datennlnsd that on« iu thrc« girls aoicS one 
in seven boys will be sexu*!!? abused before the age of 18* 2t 
his also been estimated that 80 percent of the sexual atuss ot 
children occurs frosi soneone Jwown to thaat in the hocwi* 

In Contra Costa Co\u\ty we are corking at a number of levels to 
&ttc:cpt to create a ;;reventJ.Q:i systea to uork in supporting 
families and head cf£ thase |iroblem before they boconte acute and 
retire the .ntor mention of county sei' vices* Ttto County 
Adoinistrator, F«!kil Batchelor, has organized two syxposiums on 
the faaily asd created the Faxiily Alliance Foundation to help 
proiBOte progress in the conuunity that strengthen the f j«*allY and 
assist parents In the sor^lex task of raising children in our 
ever«-changln9 society. These syirposiucu, attent^ed by over 3ua 
citizens in CJie county « have brought leaders froa the M;hools, 
private industry, cccnounity agencies and county services together 
to create a coaiaon strategy to support the faaily* 

We have fon&ed a large citizens task force and developed a 
drug/alcohol and violence prevention policy* Thin policy 
stresses that the dnig and alf^hol problea is firat and forenost 
an adult probleo* Estiicates are that there is a $100 billior a 
year narket for illegal drugs in the United States* It is not 
the children buying these drugs i it is the adults* The policy 
<Eurt^^t litotes that these problens csncot be addrassed In the 
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schools alone. Xach ccncnunity rmst establish a cccnprehensive 
prevention group «t the local level to inslue private agencies, 
schools* lav enforcement, connnuiity service organizations and 
parent organixations mil working together. We need to work with 
the nedia, particiUarly television, to continue the progreas they 
are making toward positive family models. The average child will 
see 18,000 lourders on T.V. before the age of 18. The nwbex one 
consuncd beverage on T.V. is alcohol ♦ 

We have asked every school district governing board and City 
council in the County to adopt this polioy* Our goal is to have 
every city and ichool district working within a coraroon fraiscwork. 
The County Board of Supervisors and the Co»Lnty Board of Education 
hsve already adopted the j^lioy* 

What is the role of government in trying to atrengUien the 
family? Surely it is not our role to tell people now to manage 
their families. But govemnent, at all levels, should do all 
that it can to ask people to question their values as they relate 
to their children and farailies. We seam to bo letting other 
people imbue our children with values; those being the schools, 
television and the streets, saiwhow there has to bo a way for 
our 'Society, to take a break and decide what is really important. 
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Vhftt dOM fulfill us an Africans? The media tells us it is what 
we are able to consuirie. I can tell you froa ray perspective of a 
County Mental Health Director that our fulfil^xrtent needs to be 
that our children live in a fandly that has the following 
components. The child can articulate a position hy the age of 12 
against the use of alcohol and drugs; the child lives in a hccoe 
with at least one parent who is free from the influence of 
alcohol and drugs; the child is a significant participant in 
making family decisione; and the child has been imbued with a 
sense of the .spiritual beauty and hanaony of this world, how 
nany of us can say that this is our priority in this high-paced 
t( jhnological world we live in? Is It any wonder that our county 
health and huoan service systems are inundated and losing ground? 
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tiftterial Distributed by stiurt KcCulIough to Tho Select ccx^nitteo 
on Children f Youth end F«idli««s 

Latter from Cheirperson of Mentel Health Advisory soard ^o the 
Boerd of Supervisors 

Contra Costa County Health Pronotion Polt.cyx Focus on Alcohol/ 
Dni9 Abuse and Violence Prevention 

PresentaticA to Advisory Cosnittee on Funding County Servi 'as 
Kagarding Proposed Ballot Initiative 

Article to Editor of COSTRA COSTA TINS5 
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CONTRA COSTA COUNTY 
HEALTH SERVICES DEPARTMENT 



To: 



Advisory Committee on Funding 
County Services 



Dato: 



July 14, 1986 



From: 



Stiiart McCullouyh 
Assistant Health Services Director 
A/DA/m Division 




Subject: 



Need for Improved Community 
Based Alcohol, Drug and 
Kental Health Services 



Increasingly, the Mental Health system is asked by other county departments, 
cities, and the State to provide therapeutic services. The Departments of 
Probation, Social Service, Sheriff and County schools all look to Mental Health 
to orovide critical and essential coimunity-based (oental health services to 
assist them in the successful completion of their respective tasks. In spite of 
this increasing denand, the Mental Health systenj has been undergoing a steady 
decline in available resources. This will be documented throughout the body of 
this report. Each specific population is described in terms of the needs and 
service priorities. 

In addition, attached for your review are the July ig85 "Kental Health Planning 
Task Force Report" and the "Drug Abuse Inventory by Region". These reports 
should prove helpful in understanding the nature and scope of the problems faced 
by the Mental Health system. 

Adult Mentally Disabled Needs and Service'^Priorities 

According to a recent study by the National Institute of Mental Health, at least 
one out of every four individuals in the nation will suffer from some form of 
mental disorder during his/her lifetime. Using these national projections, we 
estimate that during any one-year period, 13 percent of Contra Costa's popula- 
tion experiences a mental disorder ranging from family and individual inter- 
personal crises to disabling mental illnesses including schizophrenia, manic 
depression and psychoses. A igSS needs assessment, "Tr.e Mental Health Planning 
Task Force Report", indicates that there are 10-15,000 adults in Contra Costa 
County who are severely and chronically mentally disabled. 

Until recently, seriously disturbed adults were cared for in State Mental 
Hospitals. In 1972, a deinstitutionalization process began by reducing the num- 
ber of beds in State hospitals. It was the intent to pass on to the counties the 
State savings that resulted from doting these hospitals. This transfer of funds 
never occurred; instead the funds were transferred to the State General Fund. 
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In 1960 there were 37,000 State hospital beds available to a total State popula- 
tion of 16 million people. Today there are 5,000 State hospital beds available 
for a population of over 26 million people. The reduction in State funding 
available is illustrated below: 

1985-86 Projected State General Fund Costs 
for State Hospitals at 1960 Bed Capacity 

37,000 beds at 37,000 beds 

$150.00 a day ^ $2,025 billion 

(actual nutsber 1960) 



Actual J9S5-86 State General Fund Expenditure 
for Mental Health 

State hospital beds 5,000 beds 

at $150.00 per day $274 million 

County Mental Health $447 million 

Programs 

Total $721 million 



1985-86 Projected State General Fund Savings 
for M'^ntal Health 

At 37,000 beds $1.3 billion 



Today the County is mandated to care for the mentally ill with frighteningly 
inadequate resources. Contra Costa County, with a population of 700,000 people* 
has a major gap in our service continuum. For example: 

• There are only 18 residential treatment beds in the County for adults. 

• In East County there are no residential treatment beds and no day treatment 
services. 

• There are no long-term subacute treatment facilities in the County. At any 
point in time, over 100 adults are placed in Skilled Nursing Facilities as 
distant as Merced and Santa Cruz. 

• In excess of 100 residential treatment and Board and Care beds have been shut 
down in the past five years due to lack of funding and financial incentive. 
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* All outpatient clinics have waiting lists, even for those persons who are 
seriously disturbed and at risk of psychiatric hospitalization. 

• The County Psychiatric Inpatient Service releases seriously disturbed adults 
to their fanilies or the streets after an average of 6 to 9 days because 
there are no facilities in which to place them. 

The real costs of an inadequate system of mental health care are borne primarily 
by those who are mentally ill and their families who struggle to care for their 
children end parents without relief. In addition, neighborhoods and businesses 
conplain about the homeless, disoriented aud disquieting individuals who wander 
their streets. 

The Mental Health Planning Task Force Report identifies services -equired to 
properly treat our mentally disabled adult population. Ihc loost critical needs 
include: residential treatment facilities in Central and East County, intensive 
day treatnsent/day hospital services for individuals discharged from psychiatric 
inpatient care, socialization and vocational services for the severely and 
chronically mentally disabled, an in-county long-term secure treatment (Skilled 
Nursing Facility) facility, a residential treatment program for mentally 
disabled adults who also abuse drugs and/or alcohol, and additional outpatient 
and case management staffing. 

Children Needs and Service Priorities 

Children and adolescents are victims of overburdened nantal health services in 
Contra Costa County. The County has 204,000 c^-ildren under the age of 19. It 
is estimated that over II percent of the children in public schools have serious 
emotional problems including drug dependency, emotional and behavioral disabili- 
ties, neglect, physical and sexual abuse, and early pregnancy. 

In February of 198£, the Hental Health Planning Task Force came together to 
design a continuum of care for children. After five months of work the con- 
tinuum was completed and presented to the Board of Supervisors in July. The 
continuum was prioritized into three levels. These priorities included residen- 
tial treatiuent, children and adolescent inpatient units, increasing outpatient 
capacity, establishing a youth hotline, and increasing crisis services. 

Contra Costa County has more children in the State hospitals than any other 
county except for Los Angeles. There are currently a total of 10 residential 
beds available for adolescents over 12 years of age with no beds available for 
those under 12. All of our Mental Health clinics have waiting lists of 20 to 40 
children. The Youth Interagency Assessment and Consultation Team alone is 
booked through the end of August for assessments. Y.I.A.C.T. is a specially 
designed interdisciplinary team made up of staff from the Social Service 
Department, the Health Services Oepartment and County schools to assess and 
treat children and adolescents who are placed out of the home. 
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Forty to sixty percent of these children have been physically or sexually abused. 
They are desperately in need of mental health treatment. Many are severely 
fifBotionally disturbed, violently acting out, f irestarters, and self-mutilators. 
It is conwon for those who have been abused to, in turn, abuse others. An 
increasing number show suicidal tendencies. 

Psychosocial stressors for this population -e high, including multiple place- 
ment failure, multiple hospitalizations, lon^j-term institutionalization, 
alienation from families, schools and cotimunity, and resistance to past 
therapeutic efforts. 

In addition, this type of client either does not have a support system or may be 
involved with a family that is very dysfunctional; i.e., sexual/physical abuse, 
murder, rape, hard-core drug abuse and/or alcoholism. This affects the child's 
entire social system including the child's family and school. Without inter- 
vention, these children are at high risk of going to Juvenile Hall, jail, the 
State hospital or other institutions. Over 70 percent of children seen at our 
mental health clinics are either wards of the court or referred by the Social 
Service Department Child Protective Services. 

Staff are working at their maximum capacity, some seeing more clients than is 
appropriate in a given day. As waiting lists expand and referrals continue to 
increase, pressure on the clinic staff is increasing. Expanded s-rvices, new 
positions, and additional space will certainly reduce waiting lists and lessen 
pressure on staff, so that they can do a better job with each child. In addi- 
tion, it will lessen the risk of our children enaing up in Juvenile Hall, jail, 
the State hospital or the streets. 

The demand for services gets greater while our resources continue to diminish. 
Ve are seeing a significant number of children who are severely disturbed at a 
younger age. Our intent is to keep families together, create therapeutic 2'e- 
nues to foster reunification between children and their parents, and alleviate 
the pressure on an overburdened system. 

Drug Program Needs and Service Priorities 

Drug abuse has reached epidemic proportions in California and Contra Costa 
County. For example, testimony presented to the Select Committee on Narcotics 
Abuse and Control of the United States House of Representatives at a January 
1986 hearing in San Diego cited an increase of more than 400 percent in 
emergency room mentions and autopsy mentions involving cocaine between 1980 and 
1984. In May of 1986, the California Attorney General's Cojmiission on the 
Prevention of Drug and Alcohol Abuse stated, "Given the awesome dimensions of 
the problem - the social, health and economic costs of drug and alcohol abuse - 
we conclude that this problem is, indeed, an 'epidemic', as many of the wit- 
nesses before the commission testified." Other indications of this growing 
problem abound. AIDS is being spread by drug addicts through needle-sharing; 
pregnant addicts/abusers are passing dependency to their unborn children; and 
drugs are increasingly more accessible on campus as indicated in surveys of 
school children and other members of the education community. 
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New synthetic, highly dangerous (designer) drugs are appearing every day and are 
readily available. Recently this County hosted a presentation by a representa- 
tive from the Sta*e Oepartment of Alcohol and Drug programs on the new "designer 
drug" trend. We have a particular problem in this area. This is a phenomenon 
in which local street chemists have been able to fabricate new compounds of 
drugs in clandestine laboratories on a made-to-order basis for Individuals who 
can afford them. 

The epidemic of human suffering resulting from drug abuse has far outstripped 
available covaty resources to effectively address this problem. In fact, drug 
programs are now in a position of having to triage patients based on the limited 
availability of funds to provide services. For instance, there are currently no 
outpatient services available for adult drug abusers for Central and East 
County. As a result, many county residents are not able to receive drug treat- 
ment services when they desperately need/want these services, "^he County brug 
Abuse Advisory Board is aware of the serious gaps in the system and is con- 
tinually examining better ways with which to provide quality services. 

In ig85, the Contra Costa County Drug Program Administration conducted a needs 
assessment as part of the Annual Drug Abuse Pian. This Plan and Needs 
Assessment iiade the following recommendations as to serious unmet needs in the 
area of drug abuse services. 

(1) Establish an 18-bed residential treatment center for adolescents. It is 
anticipated this would allow for the diversion of approximately 50 youths 
from the juvenile justice system. 

(2) rstablish a short-term, six-bed residential treatment program for women 
with children. It is anticipated this would preclude the need to place 
approximately 25 children in foster homes or shelters because these 
children would be able to stay with their ajothers during their recovery 
period. 

(3) Increase outpatient counseling services. The unmet need is particularly 
acute with respect to the needs of adults and families. 

The attached study "Drug Abuse Patterns in Contra Costa County, 1980-85*' out- 
lines what the drug abuse trends a^e in the various regions of the County for 
adults and adolescents. 

Alcoholism Program Needs and Service Priorities 

In Contra Costa County, we have been pioneers in the State m bringing about a 
complete change in the method of treating alcoholism. We have changed the 
continuum of services from the County Farm, the Hospital and Napa State Hospital 
to a regionalized comprehensive continuum of community-based contract and county 
operated programs. This has resulted in a cost benefit ratio of six to one 
and an ability to serve approximately four times the ''lumber of people. 
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One indication of the success of this system is the fact that all our programs 
are intimately involved with Alcoholics Anonymous which has grown from 41 to 181 
meetings a week. In short, funding alcohol programs is simply good business. 
Host of the individuals served get better, go back to work, and become tax- 
payers. 

Nevertheless, there are many remaining unmet needs. Nineteen percent of our 
Nation's youti have problems with alcohol. One out of four children live in an 
alcoholic family. One cut of every three individuals in a recent Gallup Poll 
indicated that alcohol is a source of problems in their families. A 1984 study 
of the Research Triangle Institute indicated that the cost of alcohol problems 
to the United States was S120,811 billion . Approximately 50 percent of our 
Criminal Justice budget is expended for alcohol-related problems. Approximately 
33 to 50 percent of our health care costs are attributable to alcohol. 

Specialized alcohol programs for youth not available : 

*^ Thirty-five residential beds for adolescents as alternatives to Juvenile Hall 
and the 8yron Soys' Ranch. 

• Expansion of the Friday Night Live Program to every school in the County. 

• Counter-media advertis<ng depicting what alcohol is doing to our society. 
Specialized alcohol treatment for wooen not available : 

• One 20-bed social rehabilitation model detox facility. 

• Twenty-five residential beds to reduce waiting lists. 
Specialized alcohol programs for men not available : 

• One hundred residential beds to reduce current waiting lists. 

• Fifty-four social model detox beds to be used in lieu of taking drunk driveis 
to Jail and thereby reduce overcrowding in the Jail system. 

The Alcohol program faces some strong challenges. Our programs have lon9 
waiting lists and strained budgets. We are constantly trying to find new and 
better ways to address our problems. Public safety and prevention are 
increasingly becoming parr of our treatment program. One of xhese, Friday Night 
Live, is directed toward teenagers and is sponsored in conjunction with the 
Rotary Foundation. Over the next several years we hope to effectively reach the 
majority of the high school students regarding the danger of <.Viving under the 
influence of alcohol. 
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Geriatric Program Weeds and Service Priorities 



There are 110,000 people in Contra Costa County over 60 years of age. This is a 
population which often requires increased mental health services. Currently the 
fastest growing problem facing our geriatric treatment system is the increasing 
rate in the diagnosis of Alzheimer's disease. Twelve to fifteen percent of our 
citizens, over 65 years of age, suffer from this disease. Forty percent of the 
people over 80 are diagnosed as Alzheimer's patients. By the year 2000, the 
nuinSer of people over 85 in Contra Costa County will have tripled. 

At a recent meeting of retired Contra Costa County employees, a large number 
were concerned about the availability of services for their parents. It is 
indicative that our retired citizens are now concerned about the care of their 
parents, who have long since retired. 

Currently, we are supporting the Health Services Department plan to create a 
30-bed locked skilled nursing component to Merrithew Memorial Hospital, Wfe 
are also working toward creating a more hoecs-like program for our Alzheimer's 
population in a rural area of the County, This will allow sufficient space and 
security to humanely care for these people. 

Conclusion 




^^ting towaro a lust an d humane society tor an our cUizens . it U <fnnnrt»nt 

°I °t J!?^ v^''^ rich can afford to pay 

privately for treatment, especially if the problem is chronic. 



SHc:vn 



Attachments 

cc! Phil Batchelor 
Hark Finucane 

Mental Health Advisory Board 
Alcoholism Advisory Board 
Drug Abuse Advisory Board 
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''comprehensive strategy for the prevention* 
of xlcohol/drug abuse and violence 
in contra costa county 



BACKGROUND 



In the spring of 1986, a group of citizens representing various 
segments of the consnunity convened to improve upon alcohol and 
drug prevention efforts for youth in Contra Costa County. After 
numerous meetings, this group developed into a formal task force 
whose focus evolved to include the concept of health promotion 
and concerns about abuse and violence. It was agreed that 
achievement of this involved both an overall health prcreotion 
effort and specific prevention strategies targeting alcohol/ 
drug abuse and violence. 

Following the lead of Attorney General John Van de Kamp's 
Corrcnission on Alcohol and Drug Abuse, the Contra Costa County 
task force embraced the concept of the comprehensive prevention 
plan outlined in the Commission report. Adapting several 
elements of the Attorney General's report, the task force 
developed a comprehensive health promotion strategy focusing on 
prevention of alcohol/drug abuse and violence in Contra Costa 
County. The objectives include: 

- Adoption of this policy countywide by the Board of 
Supervisors, City Councils, the Board of Education 
and individual school boards; 

- Development of prevention action plans by each of these 
constituencies delineating the specific steps they will 
take in their conwunities; and 

- Development by the task force of a compilation of state- 
of-the-art prevention methods and community-based 
resources to assist each community in developing its 
individualized prevention plan. 

For more information call the Prevention Program at 372-2511. 
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a»mu COSTA county health promotion policy: 

FOCUS ON ALCOHOL/DRUG ABUSE AND VIOLENCE PREVENTION 



FOREWORD 

Alcohol/drug abuso and violenco aro problems which have become 
alX too faniliar to our society, impacting our health and quality 
of life* As citizens of Contra Costa County, wo are concerned 
with the prevalence of these problems within our coRnunicy, 
particularly among our youth. We bclievo that the prevention of 
alcohol/drug abuse and violence is possible through the coopera- 
tion of all members of the community in a comprehensive health 
proootion effort. 

Attorney General Van do Kamp*s C&tnission on the Prevention of 
Alcohol and Drug Abuso calls for a comprehensive plan of 
prevention to combat alcohol and drug abuse among youth. 
Consistent with this report, we propose a health promotion policy 
which identifies and mobilizes catcaunity actions directed at the 
prevention of alcohol/drug abuse and violence in contra Costa 
County. 

ELEMENTS OF A COMPREHENSIVE PREVENTION STRATEGY 

1. THE OVERALL EFFORT SHOULD BE COMPREHENSIVE, COORDINATED AND 
INTEGRATE ALCOHOL/DRUG ABUSE AND VIOLENCE PREVEimON 
ACTIVITIES. 

1.1 Using multiple methods and strategies is (essential as 
research shows that no single approach alone is successful. 

1.2 Alcohol/drug abuse and violence prevention are viewed 
jointly as they have comenon elements which make them 

> responsive to broad-based preventive approaches. With 
regard to treatment, they are distinctly different and 
require separate treatment modalities. 

1.3 Coordination of resources anc* effort promotes efficiency, 
reducing duplication and fragmentation. Systematic methods 
to inventory and share expertise/information should be 
enhanced. Utilization of existing conmmiity a^rency 
expertise is essential. Many sectors of the community have 
developed progrzu&s and/or policies which focus on alcohol, 
drug abuse or violence* These efforts! should be recognized 
and used as an important basis from which to build a 
comprehensive effort. 
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1.4 All prevention efforts must reflect the cultural and ethnic 
diversity found within each jurisdiction. 

2. ALL SEGMENTS OF THE COMMUNITY SHOULD BE INVOLVED IN ALCOHOL/ 
DRUG ABUSE AND VIOLENCE PREVENTION EFFORTS. 

2.1 Youth roust be involved as leaders in prevention efforts and 
should be included at each stage of the development and 
implementation of the overall prevention strategy and 
individual action plans. 

2.2 Parents, teachers, community service providers, health 
professionals, law enforcement, religious groups, business, 
unions and government all'have a critical role to play; 
building upon each other's efforts translates into community 
programs, campaigns and political action which are mutually 
reinforcing. 

?»3 Law enforcement ard rej/ulatory officials roust continue to 
enforce laws governing alcohol sales and possession by 
minors, reduce availability of drugs by arrest and seizure 
and actively enforce laws governing violent behavior. 
Additionally, they are in a critical position to participate 
in conrounity-wide prevention efforts, to educate the ...ranu- 
nity about substance abuse and violence, and to promote 
positive alternatives to them. 

3. AN EFFECTIVE PPJOTNTIVE EFFORT TO REDUCE THE INCIDENCE OF 
ALCOHOL/DRUG Al'USE AND VIOLENCE REQUIRES WELL- CONSTRUCTED 
STRATEGIES IN SCHOOLS, WORKPLACES ANP THE MASS MEDIA. 

3*1 Schools: Prevention curriculum and activities should be 

infused into all appropriate aspects of' the school's social 
and learning envirorjnent. students, parents, faculty, 
administrators and community -members must be actively 
involved in implementation and evaluation of each school's 
prevention program. In developing new programs and curric- 
ulum, or strengthening existing ones, emphasis should be 
placed upon age-appropriate activities at every grade level. 

Program element^ might include: physiological and psycho- 
logical effects of alcohol and drug abuse; improving self- 
esteem; refusal skills; coping and communication skills; 
decision making; identification of personal, social and 
environmental risk factors for substance and physical abuse; 
wellness concepts and positive alternatives; pre- and 
early-parenting education; and conflict resolution. 

Because of their access to youth on a large scale and their 
role in the education process, schools are crucial to 
prevention efforts, steps must be taken to create a 
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positive overall school environment. Joint planning and 
coordination between community-'based agencies, schools and 
law enforcement is an essential part of successful school- 
based prevention efforts. 

3.2 Workplace: Prevention programs must focus on adults as a 
primary target. As parents and conrounity members, adults 
influence the attitudes and behavior of youth. Addi- 
tionally, adults need services and information to help 
prevent their own participation in alcohol/drug abuse and 
violence. The workplace is the best site for personally 
reaching adults and employers ^should use-J.t to provide 
information, resources and. alternatives. Unions have an 
important role to play in this effort. 

3.3 Media: The media's. help is needed to portray positive 
alternatives to alcohol and drug abuse and to reinforce 
school and community efforts. It is crucial for the commu- 
nity to commimicate to the media its desire to see news and 
information which depict the health, social and economic 
costs of alcohol/drug abuse and violence. In certain 
circumstances, producers of television, radio and music 
videos must be encouraged' to do a better job of self- 
regulation to reduce their apparent glorification of 
alcohol/drug use and. violence. 

3.4 Information, Materials and Training: Individuals involved 
in developing and providing prevention services need 
information and training about current prevention concepts, 
methods, skills and resources. Community agencies are a 
vital component of this effort. Particular emphasis should 
be placed upon the training provided teachers, law enforce- 
ment, health and human service personnel. 

3.5 Needs Assessment and Evaluation: Needs assessments and 
evaluations must be an integral part^of all prevention 
strategies and program designs. Data fr<»a needs assessments 
will enable the particular community/school to best match 
specific prevention techniques and action plans wi':h local 
needs. Ongoing evaluation is critical to assure that plans 
continue to accomplish the goals for which they were 
initiated. ^ 

4 . IMPACTING ALCOHOL/DRUG ABUSE AND VIOLENCE DEPENDS UPON 

CREATING A POSITIVE ENVIRONMENT THROUGHOUT THE HOME, SCHOOL 
AND COMMUNITY. 

4.1 Strengthening of families and their involvement in community 
prevention efforts is crucial. Parents must be aided in the 
increasingly difficult task of successfully raising children 
in our complex and ever-changing society. They should be 
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provided with information and resWirCfes to Kfelp thenraccom- 
plish this. Assistance in enhancing skills as role models 
and maintaining positive relationships with their children 
should be made available to parents. All efforts targeted 
toward parents must take into account the diversity of 
family structures common to Contra Costa County. 

4.2 Individuals must be provided with positive alternatives to 
alcohol/drug abuse and violence. Examples of alternatives 
should include programs which develop conflict resolution 
skills, promote substance-free recreational activities and 
establish coirmunity centers. The importance of a promising 
future, particularly meaningful emplo^ent opportunities, 
cannot be overemphasized. 

4.3 All efforts must be designed with careful attention to 
reducing the stigma commonly associated with people seeking 
help with alcohol/drug abuse and violence. 



CONCLUSION 

The effort to prevent alcohol/drug abuse and violence will 
require a strong commitment from all sectors and members of our 
community. With the close cooperation of parents, educators, 
youth, business, unions, government, health professionals, 
community groups, media, service organizations and law enforce* 
ment we can reduce the occurrence of these problems in 
Contra Costa County. 



SPECIFIC ACTION BY ELECTED BODIES 

In adopting this policy, the 

agrees to the following: 

To promote the elements described above; 

To direct the to develop and implement 



specific elements of a prevention plan; 

To annually review this policy and Action Plan to make 
revisions and assure that all important community elements 
are working together; and 

To function as a model employer with our own employees by 
applying the appropriate elements of this policy to our 
workplaces. 



an Action Plan by 



(date) to carry out 




107 



STATEMENT OF ENDORSEMENT 



We, the Board Members of hereby 

endorse the above policy. Zn so doing we are agreeing to the 
concepts put forth in the text and arc supporting the actions of 
the elected officials which designate specific action steps 
within their jurisdiction. 



Signed: Date: 



Name 



Title 



Agency Address 



Phone No. 



Please return this page to: 



Prevention Program 

1111 Ward Street 
Martinez, CA 94553 
372-2511 
Attention: Ellen Goodman 
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CONTRA COSTA COUNTY 
MENTAL HEALTH ADVISORY BOARD 



.2S00 4LHAM8RA AVCNUE 
MARTINE2. CAUFORNtA Uiii 
(>bon«(41$)372-43)S 



T2STIMCa« TO BOARD OF SUPERVISORS 
Denxiis-Lepak, Chairperson 
May 12, 1987 



Madame Chair, Supervisors, Mr. Christen, fellow concerned 
citizens. The Mental Health Advisory Board welcomes this 
opportunity to testify in support of the Fiscal Relief Plan as 
proposed by the County Supervisors Association of California - 

Over the past few years the members of the Mental Health Advisory 
Board have become concerned, appalled, and more recently, dazed, 
by the ever increasi.ig burden of responsibility placed on the 
Mental Health System without the necessary funding to implement 
mandated services. 

A few of these underfunded services are: Services for the mentally 
ill homeless; augmentation services, under SB155, for Board and 
Care Homes; conditional release programs for mentally disordered 
offenders and mental health services for emotionally disturbed 
children under the mandates of AB3632, perhaps the cruelest 
legislative hoax yet. 

I could quite easily take the entire morning telling you of 
specific waiting lists, lack of beds, and non-existent yet 
necessary services. I will mention only a few. This is a County 
whose citizens command enormous resources of power, influence and 
personal wealth. But, if you are one of the less privileged adults 
in this county and are forced by circumstances to beg for help at 
a public community mental health clinic you could be placed on a 
countywide waiting list with 80 others. Apallingly, if you are a 
child the wait is longer. Today more than 100 children line up to 
wait months for outpatient services they desperately need now . 
What kind of a society refuses services to suffering children 
waiting while spending millions on regional parks, courthouses, 
and prisons? 

I am not going to take your valuable time relating "horror 
stories". I could take the rest of the week telling you of 
sodomized, raped and beaten children, many of whom are contained, 
three youngsters to a sweltering, 96 degree, unventilated 10 by 8 
room in our Juvenile Hall. Very disturbed children and adolescents 
-93rp in Juvenile Hall because there are no humane facilities 
available to them. Last year 56 children were placed in our County 
run acute wards and mingled with adult patients. Children as young 
as 8 are placed on J-Ward with psychotic adults. Often even this 
inappropriate alternative is unavailable for children who Mental 
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Health Staff at Juvenile Hall are recoitsnending be immediately 
hospitalized. I must repeat this, I think it should be emphasized. 
Children suffering acute mental illness are being segregated and 
locked down in county detention f aciliti'ss ux^er conditions 
inferior to local facilities housing adult prisoners convicted of 
violent felonies* 

I feel I must also tell you of the plight of Mental Health line 
workers who serve these children and unfortunate adults. They also 
suffer. They are asked each year to attend to cases of greatly 
increasing severity in ever increasing numbers. Workers suffer 
stress related illnesses, glaze over and they become emotionally 
depleted. Individually they are exploited by the system in direct 
proportion to their degree of caring. 

Who is responsible? We all are. And, if we are all responsible then 
we can all point our fingers and share the blame, and no one bears 
the ultimate burden or responsibility. 

Some of us roust be more responsible than others of course. Line 
workers who remain silent without protesting and organizing are 
responsible. Department manager.*; who give up and stop demanding 
adequate funds in their budgets are responsible. Local political 
leaders who do decline to look the suffering in the face and then 
educate their constituents are responsible. And, of course, our 
favorite responsible parties, the ones we point to this morning, 
the Governor and Legislators who wheel and deal in Sacramento, far 
from the screams of pain and the tormented children. 

Ultimately, we the voters are responsible. We must demand a change 
of priorities. We make that demand of and through you today. 
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Health Services Department 

ALCOHOUDRUG ABUSE/MENTAL HEALTH 
DlViSiON 



2500 Aihambra Avenue 
Martinez. CA 94553 
(415) 372^16 



March 26, 1987 



Ernest E. Hines, Editor 
CONTRA COSTA TIMES 
2640 Shadelands Drive 
Walnut Creek, CA 94598 

Dear Mr. Hincs: 

As one of the people responsible for providing alcohol, drug and 
mental health services in the public sector, it is difficult not 
to sound like Chicken Little. The needs are great and the 
resources are few. To us it feels like the sky is falling, albe 
It incrementally. Twenty-five years ago there was no perceived 
need for a mental health treatment system. Why is the need so 
great today? 

The American family has undergone a profound change in style and 
structure since World War Tj. During this period few cultural 
norms or rules have been established where we hold each other 



These difficulties of the family have been exacerbated by other 
cultural trends, our society is dominated by television and 
other electronic media. It drives our politics and has become 
the primary source for the establishment of our values. The 
result IS that we determine our worth by what we are able to 
consume. We are constantly told that sex appeal is the key to 
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success* We are becoming Irrsnune to violence and abuse- The 
average child will see 18,000 murders on television before the 
age o£ 18. 

Subtlely we arc; turning into a two-dimension culture where our 
primary link to each other is through a 19-inch screen where 
there is literally no depth. The norm for children watching 
television is at least two and one-half hours per day. This 
consumption-driven televising process, combined with our 
historical wealth, has lead to a narcissism which is creating a 
natural breeding environment for the consumption of alcohol and 
other drugs. We are -consuming these substances at record rates 
with extraordinarily destructive conseguencs. It is estimated 
that the total cost to the United States in health care, 
insurance losses, absenteeism and lost productivity due to 
alcohol abuse is 120 billion dollars. In 1985, estimates are 
that the illicit drug market in the United States was in excess 
of 100 billion dollars. 

What has been the result? Our culture is declining. We fe^r 
for what the future portends and with good reason. Parents ^re 
afraid to take their eyes off their children every place they go, 
even in the supermarkets. We have a society where violence is 
convnonplace . It is becoming the norm. In 1970, there was not a 
single battered women's shelter in the United States. Today 
there are 1100. 

What can be done? There must be an awakening* on the part of the 
citizens of the United states that we are basically out of 
control of the pace and content of our lives. That it does not 
matter i£ we drive a BMW, dress in designer jeans or live in a 
3,000 square foot house. What matters is that our children 
advance in grade level each school year. Homework must come 
first and we must be there to help with the difficult problems. 
Our children must participate in making decisions for the family. 
Our children must have a sense of the spiritual beauty and 
goodness of this world. Our children must have parental models 
who are free from the abuse of drugs and alcohol. 

The family is the basic building block of our society and, as a 
cultural norm, it must be paramount in relation to our careers 
and attending status symbols. 

Government will remain roughly constant in size and thus will 
diminish in proportion to the growth of population. This will 
translate into government becoming more of a crisis health and 
welfare system. This is certainly true for the public mental 
health system. We will not be able to continue to provide the 
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already severely limited psychotherapeutic services that the 
citizens have come to expect. That is why we helped form the 
Family Alliance, first envisioned by County Administrator Phil 
Batchelor. We are supporting this and other prevention programs 
that will help to form networks to support healthy families. 
John Naisbitt, in his book Megatrends , indicates that networking 
is the key to the success of roost human endeavors. Networking 
basically means getting organized by linking and forming coali- 
tions, our mobility, television, consumerism and substance abuse 
can all be a hindrance to human linkage. We must create norms or 
expectations for each other where we demonstrate we are in 
control of these factors in our lives, and that we recognize our 
children are a reflection of ourselves, our families and our 



culture. 



Sincerely, 




Stuart McCul lough 
Mental Health Director 

Contra Costa County Health Services Department 
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Chairman Miller. Thank you. 
Marilyn. 

STATEMENT OF MARILYN MENNIS, VICE PRESIDENT OF SERVICE 
ADMINISTRATION, PHILADELPHIA CHILD GUIDANCE CLINIC, 
PHILADELPHIA, PA 

Ms. Mennis. Thank you, Mr. Chairman. ^ , , . , 

I am Marilyn Mennis, vice president of the Philadelphia Child 
Guidance Clinic. I am here to talk about some services that do 
exist which are alternatives to institutionalization of our emotion- 
ally troubled children and adolescents, based on my own experi- 
ence as the service administrator at the clinic. 

A little bit about the Philadelphia Child Gv.idance Clinic. We 
were founded in 1925. We are a nonprofit, comprehensive mental 
health organization serving children and adolescents. The Clinic is 
nationally known for its family systems approach which recognizes 
that a child does not live in isolation from his or her family and 
community environment and that aspects of that environment 
must be included in treatment. 

For kids who have no immediate family, extended family or sub- 
stitute care givers, such as residential counselors or foster par-jnts, 
are included in the treatment program. Other aspects of the child s 
environment such as school and social services are also critical 
aspects of the child's treatment. 

The Clinic provides psychiatric hospitalization to about 400 
youngsters a year and a range of outpatient and community pro- 
grams for 2,000 children and adolescents and their families. Our 
38-bed hospital admits youths between the ages of 7 and 24, with 
an average length of stay of about 30 days, and that is about one- 
third the national average for children and adolescents. Half of our 
patients are on Medicaid. 

We have two apartment units in our hospital where children 
under seven can be admitted with their families, because we do not 
believe it is appropriate or desirable to separate a child that young 
from the family even for a short 30-day period. Our crisis and 
emergency service sees about half of the child and adolescent emer- 
gencies in the city of Philadelphia, about 500 a year. On the outpa- 
tient side, we provide diagnostic assessments and individual, group, 

and family therapy. , . . * • 4- 

For most children whose difficulties are episodic, psychiatric out- 
patient services are appropriate, but for the seriously disturbed 
youngster, traditional psychotherapy is not particularly effective or 
sufficient. Part of what I want to say here is that we need to stop 
trying to fit round pegs into square holes or square pegs into round 
holes and try to make the services fit the needs of the kids. I would 
like to talk today about a couple of our n^^w alternative programs for 
these very seriously disturbed youngsters. 

In 1982, in the city of Philadelphia, there were les3 than 200 
emergency room visits by children and adolescents, psychiatric 
visits. In 1987, five years later, the figure is expected to exceed 
1,000. That is a 500 percent increase in five years. On any given 
day in Philadelphia, there are 2 to 15 youngsters awaiting a hospi- 
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tal bed which is not available for them. I would like to tell you a 
little bit about these kids. 

Half of the emergency room visits result from suicide attempts 
or suicidal behavior, including chUdren as young as nine and ten 
years of age. Not too many weeks ago, we had two nine-year-olds 
who had made a suicide pact that was considered serious enough 
that those two children had to be hospitalized; they were consid- 
ered to be at risk. 

The youngsters we see are more than ever before chronically dis- 
turbed with acute symptomatology. Many seriously mentally ill 
young adults experience their first episode in their teens, and I 
think we are seeing a lot of those kids right no>v. Increasingly, 
these children are without nuclear families, which means that 
Child Welfare is involved, and placement becomes paramount and 
seriously problematic. 

One of the factors that extends length of stay in a psychiatric 
hospital for children is the need for out-of-home placement and the 
difficulty finding that. There are more emergency admissions, more 
multiple hospitalizations, so that, in general, we are seeing a more 
disturbed child with fewer family and financial resources. 

In order to treat these difficult-to-serve kids more effectively, and 
with the initiative, creativity, and support of the county mental 
health authority, we began to develop alternative community-based 
programs designed to reduce numbers of admissions to community 
and State hospitals, to shorten length of stay, and to keep youths 
at home or at least in the community. 

Our Social Rehabilitation Program is an intensive outreach and 
home-based program whereby an experienced clinician spends any- 
where from 10 to 50, or more if necessary, hours per month with 
the patient and family in their own home. The clinician's work 
may include getting housing for the family, getting an appropriate 
school placement for the child, obtaining health care for the child, 
court issues, relationships with extended family, as well as provid- 
ing therapy to the child and to the family. We will work to resolve 
any family, community, or social service problem that will help 
that family stay together, keep that child out of the hospital. 

The program includes 24-hour emergency services and a home 
visiting team whereby a x.hild care worker goes to the home when 
there is a crisis and will remain with the family until the crisis can 
be stabilized. That could be two hours, it could be two days, what- 
ever it takes. It is an intensive intervention program. 

In the first year of operation, we served almost 100 children and 
adolescents; 15 of those 100 had been in a long-term-care State hos- 
pital, 42 had been hospitalized in an acute-care setting at least 
once, and many of those kids more than twice. Most had multiple 
emergency room contacts, and their hospitalizations were often on 
an emergency basis. 

During the first year of the program, not one child had to go into 
the State hospital. Only 8 of the 100 had to be hospitalized in an 
acute-care setting, and these were planned admissions with well-de- 
fined follow-up back in the community, back with the family. This 
contrasts sharply with the history of emergency room episodes and 
emergency hospitalizations. 



ERLC 



119 



115 



The second program I would like to talk about is our Host Home 
Program, which is similar in intensity to the Social Rehab Program 
I just described except that it is for youngsters who are unable to 
live with their natural families. The ability to provide them with a 
therapeutic foster family means that institutional care is avoided. 

In addition to clinical work that we do with the child in the host 
family, the program maintains the involvement of the natural 
family as an integral part of the child's treatment with the goal 
that possibly this child may be able to go home. The program pro- 
vides a trainer-supervisor to the host home family, it provides a 
case manager to the child and the family, and it provides a thera- 
pist to the child and the family. This program, I would like to men- 
tion, is a jointly funded program between the child welfare system 
and the mental health system. 

These programs result not only in an improved quality of life for 
kids but in significant cost reductions, and I would like to men- 
tion some numbers briefly. A year at a State hospital for a child in 
Pennsylvania is over $10u,000. The Host Home Program runs about 
$35,000 a year for one youngster per year, and, by the way, we con- 
sider host home parents members of our treatment team and we 
pay them commensurate with their professional role in that pro- 
gram. 

The Social Rehabilitation Program, where the child lives at 
home but receives intensive services, costs about $6,000 to $7,000 a 
year for one youngster. So there are significa;it cost differences be- 
tween programs. 

^ would like to mention briefly a couple of other programs 
that we have. In 1981, we started a pilot project to provide a 
family-based treatment program for adolescent sex offenders. I 
think it is the only one in the State of Pennsylvania and is also an 
intense program. It is not an hour a week of therapy; the adoles- 
cent is seen, the family is seen, the adolescent is in a group, the 
parents are in a group. It is really an intensive prc^am. This pro- 
gram often substitutes for incarceration for the children in it and 
facilitates early release of incarcerated youths to bring them back 
to their families. 

The fourth program is new in Pennsylvania as well and is a 
mental health service that we established at our Youth Detention 
Center for Prea^ji -icated Youths who basically had minimal 
mental health services prior to this program. The program is de- 
signed to prevent inappropriate hospitalizations by providing on- 
site psychiatric assessment and treatment before crises erupt 
which necessitate inpatient care. 

We also provide a preschool program for children with mentally 
ill parents or parents who are drug and alcohol abusers. 

The county of Philadelphia also supports a number of other al- 
ternative services, including crisis specialists, therapeutic group 
homes, and intensive case management services. The availability of 
all these programs has resulted in a significant reduction in the 
number of Philadelphia children and adolescents in the State hos- 
pital, but it is not enough. Every new program fills up immediate- 
ly, new beds fill up immediately, and the continuum of services is 
not complete. 
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^ I would like to make a few recommendations based on our expe- 
rience with kids' needs, I think we need to expand and replicate 
the kinds of programs that I have described here and which the 
city of Philadelphia is supporting and the Clinic is providing. 

We need comprehensive crisis intervention services that are de- 
signed for children and adolescents and their families, not for 
adults but for kids. That should include mobile teams who could 
travel to the site of the crisis where the youngster is. We need 
more nonhospital therapeutic residential alternatives for children 
who are mentally ill and &-.lso dependent and unable to live at 
home. We need more short-xerm psychiatric hospital beds, includ- 
ing secure beds, particularly for public sector patients or publicly 
funded patients, and particularly for adolescents. 

We need family support services. The parents in the first panel 
spoke about this, and it is probably one of the most lacking areas. 
We need respite care, baby-sitting, homemakers, parent training, 
recreation, vacations, anything that can help a family cope more 
effectively and keep their kids with them at home. 

My final comments express both my frustration and my hope at 
being a provider of and an advocate for children's mental health 
services. There are some nights at the Philadelphia Child Guidance 
Clinic when we have four or five suicidal or out-of-control kids in 
our emergency service who need to be hospitalized and there are 
no beds anywhere in the city for those youngsters. 

In 15 years of examining policies, procedures, laws, and regula- 
tions promulgated by city, State, and Federal Government, my as- 
sessment has been, more often than not— and if you will excuse me 
for being flip— oops, they forgot the kids. I am pleased to note that 
in the Congress there is a committee of representatives who have 
made a commitment to children and adolescents, including those 
with mental health problems, and I appreciate the opportunity to 
help you with your important work. 

Thank you. 

[Prepared statement of Marilyn Mennis follows:] 
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Prepared Statoient or Mauilyn Mcnnis, Vice Fjasswiarr or the PHnju)EU»H!A 
CiHLD Guidance Cunic, Pmiladeu>hi4. PA 

Mr. Chairman r ta^Bbtrs of th% Soloct Coaaittto, Ladios and 
Contleaon. I aa Marilyn Monnla, vlco Proaldcnt of tho Philadelphia 
Child Cuidanco Clinic. Thank you vory such for inviting so to 
tostlfy before you today. 

Two years ago this Coaaittee held hearings on Mental Health care 
for Adolescents in which the priaary focus was the increasing use of 
hospitalization for adolescents. Last Septeaber hearings on children 
in State Care aainly addressed institutional care. In both hearings, 
speakers alluded to tho need for coaaunity alternatives to 
institutional care. I aa here today to talk abet soao of those 
alternatives for our oaotionaliy troubled children and adolescents 
basoa on ay experience as Service Adainistrator at tho Philadelphia 
Child Cuidance Clinic. 

Founded in 1925 as one of seven doaonstrat;on clinics in ths. 
United States, wo are a coaprehonsivo aental health organization 
serving children and adolescents. The Clinic is nationally known for 
its faaiiy systeas approach which recognizes that a child does not 
live in isolation froa his or her onvironaent and that aspects of the 
en*/ironaent eust be included in \:rA%taent. A child's priaary 
environaent is the faaiiy, and Clinic therapists work extensively 
with faaiiy eeabors to enh^r.c^* r«Xati^nships and interactions. For 
children who have no l^ieediatQ faaiiy, extended faaiiy or substi\.nte 
car4» givers such as residential counselors are included in 
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treatment, other aspects of the child's environment, such as school 
and social services, are also critical aspects of the child's 
treatment. 

The Clinic provides both psychiatric hospitalization and a range 
of outpatient and community programs. It is also an academic 
teaching and research institution, serving as the rivision of Child 
and Adolescent Psychiatry of the University of Pennsylvania, our 38 
bed hospital admits youths aged 7-24 with an average length of stay 
of about 30 days - one third the national average. We have two 
apartment units in our hospital where children under 7 can be 
admitted with their families. Our crisis intervention and emergency 
service sees half of the child and adolescent emergencies in 
Philadelphia, about 500 per year, on the outpatient side, we provide 
diagnostic assessments and individual, group and family 
interventions. 

Hovever, today I want to talk about our relatively new 
alternative programs for very seriously disturbed youngsters, 
designed to keep these kids out of hospitals and in their communities 
with their families. In 1982 in Philadelphia, there were fewer than 
200 emergency room visits by children and adolescents. In 1987 this 
figure is expected to exceed 1,000. I would like to tell you about 
these youngsters. Half of these visits result from suicide attempts 
or suicidal behavior including children as young as 9 and 10 years of 
age. We are finding that the children we see are, more than ever 
before, chronically disturbed with acute symptomatology. 
Increasingly they are without nuclear families, which means that 
child welfare is involved and placement becomes more paramount and 
problematic. One of the factors which extends length of stay in a 
psychi::tric hospital for children is the need for out of home 
placement. There are more emergency admissions and more multiple 
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hospitalizations. The proportion of Medicaid and indigent patients 
is increasing. In general, ve are seeing a aore disturbed child with 
fever fanily and financial resources. 

In order to nore effectively treat these difficult to serve 
youngsters, and vith the support of the County Mental Health 
authority, we began to develop alternative cormunity based programs 
designed t( reduce the nuobers of admissions to coniaunity and state 
Hospital*:, shorten lengths of stay, and keep kids at home or at least 
in t!ie coanunity. I vould like to tell ycu about four such programs. 

The Social Rehabilitation Program is an intensive community and 
home based program, vhereby an experienced clinician spends from 10 
to 50 or more hours per month vith the patient and family in their 
ovm home. The clinician *s vork may include housing for the family, 
an appropriate school placement for the child, court issues, 
relationships with csiter.ded fanily, etc., as woll as providing 
therapy to the child and family. He work to resolve any family, 
community or social service problem which will help that family stay 
together and keep the child out of the hospital. Emergency services 
are ava:Llable 24 hours a day. The program includes a "home visiting 
team", in which a child care worker goes to the home when there is a 
crisis and remains with the family until the crisis can be stabilized 

which could be from 2 hours to 2 days. In the first year of 
operation we served almost 100 children and adolescents. Fifteen had 
been in a long term care state Hospital. Forty-two had been 
hospitalized in an acute care setting at least once, many more than 
once. Most had multiple emergency room contacts. During the first 
year, not one child had to return to the State Hospital. Only eight 
had tc *)e hospitalized in an acute care setting; all were planned 
admissions with well defined follow-up. This contrasts sharply with 
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the history of energency rooa episodes and energency 
hospitalizations • 

Our Host Kona Prograa is sioilar in its intensity to the Social 
Rehabilitation Prograa, except that it is for children who are unable 
to live with their natural faailies. The ability to provide thca 
with a therapeutic foster faaily aeans that institutional care is 
avoided. In addition to the clinical work with the child in the host 
faaily, the prograa naintains the involvenent of the natural faaily 
as an integral part of the child's treataent. The host hone parents 
receive intensive training and ongoing supervision. They are 
considered to be nenbers of our treataent teaa and are paid 
consistent with their professional role. 

These alternative proqraas result not only in an iaproved 
quality of life for the children, but in significant cost 
reductions. A year at a state Hospital for a child in Pennsylvania 
is over $100,000. The Host Koae Prograa runs about $35,000 for one 
youngster per year. The Social Rehabilitation Program costs about 
$6,000-$7,000 per year for one yoxmgster. 

The two other programs I would like to briefly nention serve 
children who are eaotionally disturbed and delinquent, dependent or 
neglected. 

In 1981 we began a pilot project to provide a faaily based 
treataent prograa for odolescent sex offenders. The prograa includes 
individual counseling, we Kly family sessions, and adolescent and 
parent groups. This level of service intensity lasts six months to a 
year, with continued follow-up. Active participation of the 
adolescent and his family often substitutes for incarceration. The 
program is also designed to facilitate early release of incarcerated 
youths to bring them back to their families. 
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last year, for the first tiae in Philadelphia, a cental health 
service vas established at the youth detention facility for 
preadjudicated youths. The prograa is designed to prevent 
inappropriate hospitalizations and to obtain psychiatric treatment 
when needed. It provides on-site psychiatric assessnents and 
individual and family interventions and includes training of 
detention center child care Workers, 

These are examples of some of the innovations in community based 
mental health services for children. The Philadelphia County mental 
health authority also supports several other alternative services 
including crisis specialists and therapeutic group homes. The 
availability of all of these programs has resulted in a significant 
reduction in the number of Philadelphia patients in the State 
Hospital for Children, But it is not enough. Each nev program fills 
up immediately and the continuum of services is not complete. Based 
on our experience in Philadelphia, I vould like to make these 
recommendations: 

1) Expansion and replication of programs such as those 
described here, 

2) Comprehensive crisis intervention services designed for 
children and adolescents and their families (not mixed 
with adults) ; including mobile teams vho travel to the 
site of the crisis, 

3) More non-hospital therapeutic residential alternatives for 
youths vho are mentally ill and also dependent and unable 
to live at home, 

4) More availability of shorli^term psychiatric hospital beds, 
including secure beds, to public sector patients, particularly 
adolescents. 
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S) Faaily support services such as respite care, baby-sitting, 
honenakers, parent training, recreation and even vacations; 
anything which helps that family cope Bore effectively and 
keep their child at hone. 

Hy final coiment expresses boch By frustration and hope at being 
a provider of, and an advocate for, children's mental health 
services. In 15 years of exaBining Bany policies, procedures, laws 
and regulations promulgated by City, State and Federal governBent, By 
assessment has been Bore often than not, "oops, they forgot the 
kids." I am pleased to note that in the Congress there is a 
CoBBittee of Representatives who have made a commitnent to children 
and adolescents, including those with Bental health problems. Thank 
you for the opportunity to help you with your important work. 
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To Reclaim a Legacy: 
Social Rehabilitation 



Ruth Scfarbi.M.S.W. 

ABirrRACT'Tht article dwcribcs iheCmt yearof ihc Social Rchahilitatiun Pro- 
gram for children and their fam I lies at the PhiladelphiaChild^uidanccCUmc A 
parallel is drawr) with the heKmninK of family therapy and the i-cotoKical ap. 
proach under Salvador Miiiuchm m 1965 It tracei the dilTiculty in mjintMintn); 
outreach community work because of funding problems and productivity rvquirv^ 
menu of the funding agency, and ends with the return to the community ap- 
proach under tl>e new program The program is described primarily through csv? 
eiampka 

!t i5 comrnonly held that 10 percent of the client* in the menUl health 
«yst€m utilize 90 percent of the services Si ice sorvices often include ex- 
tensive psychiatric hospitalization which is extremely costly, funding 
sources have been attempting to decrease institutionalization of the 
chronically and severely emotionally disturbed. 

Unlike programs blindly involved in "de* institutionalization" which 
extrude individuals from institutions without sulTicient planning and 
provision for their survival in the community, social rehabilitation pro- 
grams have been designed which do provide support for the transition. 
One of the mi^or goals of social rehabilitation programs is the integration 
into the community of the hospitalized client, or at least the extension of 
the periods that the client is able to stay out of the hospiUil. Social reha- 
bilitation often consists of alhday programs where clients participate tn 
activitiesgeared to developing or increasing competence in areas ranging 
from personal hygiene and communication skills to vocational training 
and job hunting. 



TV thtrap4»u who worked on thi* projwi are Pal CfOodmtn. Sara Thvmaa. Kick Nelson 
RooMfvelt Spniill and Muriel hhapp 

Ma SefartH la pny*! dirfrt«r. Adoteacent Sri OfTender Profrram. Iliiladetphia Child 
Guidance Clinjc. Two Children'a CenUr. 3llh Si & Civic Center Hlvd , J>hit . Pa I9t0< 

fi'' Human ScieiKe* PrvM* 



A Social Rehabilitation Program for Children 

In July 1984. the ThiladelphM Child (Juidancc Clinic (KJGCl was re- 
quelled hy the County to institute a mkIhI rrhabilitution program which, 
to the best of our knowledge, whs tn be thr Hrkt for children in the coun- 
try There »a .>uch a pn)gram in Motala. Sweden, begun in 1983 under 
thr direction of Dr. Oluf Ulwan. (Ulwan, Peterson, Jansson & ilratbauk. 
WHru I»85h> During a visit here in August 1984. Dr. Ulwnn shared most 
KeniTOUrtly his exporiena* with the program .Since he also acknowledged 
h'lH debt to PC<JC for his understiinding of families, particularly di^id- 
v.inl^iged. m}ilti>probleni familieN, an uiidert>t.uiding which had 0)iitrih> 
uted significantly Ui the development of his pn)gritiii, I)r Ulwan's vibil 
eonstitutitl the completion of u cirtle. 

The new M>cial rehabilitation pnigram at IXXiC rentari'd to the Clinic u > 
practice of providing broad and intensive services to children and their 
fumiliex in their homes and in the community as well as in the (Huiic'm fa- 
cilities Tins wds a practice Dr Ulwan and many others had learned from 
us. and whuh m large part had been lost l>ecaui>e of changes in funding 
and Slate requirements. ReMorations of this sort always follow some ex- ^ 
ternal stimulation or facMlation In this case, the facilituUir was Dr. tO 
Richard Surles, the new County Administrator of Mental Health and CO 
Mental Retardation. Dr Surles is ditliiated to preventing utinKessary 
hospitalization and to salvaging children's lives Ilis approach to thos<> 
prohlerrs fit in with an earlier concept iiali/^ition of theClinic'^. descnl)e<l 
below, and his rule in instituting the social rehabilitation program here 
represents another clasing of a circle. 



An Ecological Approach 

Since the introduction of structural family therapy to the Clinic hy Salva- 
dor Minuchin in l%5, FCCChad been oimniitted to working with chil- 
dren not only within their families but within the context of their total 
environment. Therapists trained at the Clinir at that time unders ood 
the imporUince of seeing clients in their hunies. of becoming familiar with 
their neighborhoods; of working closely with the sch(Mils; of acting aa 
"Ombudsman" in relation to the many agencies our disadvantaged cli- 
cntji were entangled with Such an ecological appniiich was one of the rea- 
sons for the tremendous excitement tlul {H'rvadi'd the Clinic in those 
days. 

The roolM of the structuraKecologu'al framework may be found in the 
work of Minuchm and his colleagues at the Wiltwyck School for Hoys, a 



rettdential facility for delinquents, prior to Minuchtn's assuming the dt* 
rtctorship of PCGC FamiUrs of thf Slums (Minuchin. MonUilvo. Guer* 
ney, Rosman, & Schumer, 1967) compared a Kroup ofdisorganued. dis* 
advantaged faniili'^ containing more than one delinquent child with a 
group of families who had many of the same characteristics but no de* 
Itnquent children. The study provided a nch and complex body of infor- 
mation which laid the ground work for the structural family mode! 
Minuchin and Montalvo (1967) described techniques for working with 
disorgtnired low 80cioeco.M)mic families by shifting the composition of 
subgroups within families as a way of helping them to diftercntiate their 
global responses and change communication patterns. Auerswald (1968). 
formerly director of Wiltwyck, compared the interdisciplinary versus the 
ecological approach, and emphasized the importance of the interfaces be- 
tween the conceptual frameworks of difTerent disciplines. He contended 
that they were largely ignored, and that, as a result, "the interfaces be- 
tween the vanous arenas of systematic life operation (e g. biological, psy- 
I chologlcal, social or individual, family, community) represented by difTer- 

* ent diKiplines are also ignored" (p. 204). At PCGC, Minuchin and his 
I stafT continued to develop an "eco-structurar* philosophy. Minuchin ad- 

* vocated "change-producing interventions of such a nature that both child 
and social structure become targets for concurrent change."(Minuchin & 
Minuchin, 1976, p. 133) 

I* - An illustration of such a change-producing innovation was the family- 
' school interview (Aponte, 1976), held at the school as a first session. The 
"family-school interview was a significant development of that era and 
was in keeping with Minuchin s (1964) recognition that a child's behavior 
might sometimes be caused by "outside" factors such as his school- 
teacher, curriculum, peers— rather than by intrapsychic factors. The for- 
mat was used primarily when children who had no apparent problems at 
home, were referred for problems, sometimes of a very serious nature, at 
school. Holding the interview at school allowed for the involvement of a 
maximum number of school personnel: principal, counselor, and teachers. 
It was designed to find solutions rather than to dig for causes of trouble. 
Making it the initial contact enabled the school to maintain a primary 
sense of responsibility with the family, from the beginning, to find a solu- 
tion. 

In a more encompassing manner, however, the following case best de- 
scribes the way in which the cco-structura! approach actually worked. 
The case, described by Aponte (1974), concerns a single- pa rent mother, 
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depressed and often bed- ridden wilh severe psychoKcnic .'<t<iindth p.unn 
She was 



"living I n the IwiIiKhl of heavy dos*«ofpre's<nlK>ddnj«H,''und wuh d* pvndcnt on 
her four children for phyMCai and entodonal «u>ti'nance. Thv mother brought her 
tcn.ywr-o!d son in lol*CGCaslhc idtnuned p.»tienl bt-cuuse h«? won having proh- 
ICTis in school. Aponlc notei that the two thcroprsiK ns^iRnc to the cast- could 
have talked with the mother about many thin«» Whatthey* :/. iin«rr awowing 
the situation, was to go home with her, and have the faiiuly pl«n a meal under 
the mother's direction The therapists went «hoppin« with the family, joinwl the 
mother in preparing the meal a^ her ai(Ai»to*.-tH, and modelled K»vinK thechildrvn 
tue-appropnale dutiv* to perform for their mother In huui. thi" therhpijitH hefpt-d 
the mother assume an executive rolu in relation tn thomeul pn p,! ration that t vo- 
ninc and actively supported her taking churi;e of tlw him>*vlmld thcrt'«fter Such 
hupport involved intervention at many leveU At turn*;* the thvrap»'«t» saw i\w 
family together, at times separately, at times with the entire family, on occasion 
with one member alone, at other timea with school pcrMoiinel, and in w)mo in 
stances with other members of the community, Thr mother wah deprt-ssnoii frev 
and able to K»vp up pain killers atter a few weeks lU-youd lhesympl«»m removal, 
the therapists helped the mother to b^-come « coin|M?tent ,»diiU who dulwl iiiid in 
volved herself in community activities, us well as to U^coine a atiupitent luotliiT 
With the help of the *herapit.l«, the (amily Uarni-d new patterns of romniuniio 
tion and problem solving, and the mother could allow lii-r ihililren t<» funitiou a<i 
children. 



Losing the Legacy 

By the late 1970s, funding restrictuins ami productivity requiremontH 
made il difficult to ointinue in that dir^tion XtriiiKeiU limits wen* 
placed on the type of situation that would justify nrnkinK a visit tti a cli- 
ent's home or school. Only "face«to«fac#»" omtacts with client*, oiuntod as 
productivity. Conferences with school couiwKirs, vtJcationHl K'hahilita- 
tion counselors, pmbation ofTicen), for exHni|ile, tlitit did not include the 
client, had to be eliminated or severely curtmltil. The nuiiilier of hours 
one could J spend with u client at all wax liriiited to seven a month, iidc- 
quale for many families but not always f<ir the most needy. 

When the restrictions on home visits were later removed, rliniciuns re- 
mained confused as to whether home visiUs were reiilly leKitimalt; and 
under what circumstances. Since travel time did mit cam** within the pro- 
ductivity quota, therapliits often could not afTurd the time to ^o to a cli- 
ent's home anyway. 1'hc ecological tr:tditiuti ctintinued at I^CGC It was 
practiced to varying degrees however liy nnly the most di>dicaled ther- 
apists and those well-organized enough to juggle the demands, often 
bewildering, of pntductivity quotas and record keeping— all the whiif at* 



tempting U> work with multi-problem. hiKh-risk families among the ex- 
treme poor. 



The Dilemma 

The new social rehab program, with its goaf of preventing institutionali- 
lation. sanctioned unlimited outreach. It wus an exciting concept, but the 
abropt change of direction and the lack of guidelines for meeting the ex- 
pectations of the program produced ocutc anxiety among the sUfT. It 
seemed we were being asked to carry out a new type of program with no 
precedent for how to do it. The day treatment model was not appropriate; 
our clients were virtually all school age and attending local schools. Anx- 
iety was reflected In sUfTmeetingsby the continually recurring question, 
-Just what is social rehab?" and there was more than a little frustration 
about not getting the answer. We thought we knew what it was not. It 
was not therapy. We were intimidated by our belief that recordings of in- 
terviews were to reflect that we were not doing therapy but "rehabilitat- 
ing" clients by connecting them with the appropriate resources in the 
community. Faced with ambiguous and bureaucratic semantics, anxiety 
threatened to give way to total paralysis. But the cases were coming and 
M e had to respond to them. 



'TMTask 

Gradually we recogniied that there was no answer and that we had to 
take responsibility for developing our own form of social rehabilitation, 
We began to reconnect with our past and reintegrate the practices de- 
scribed by Aponte (1974), which presaged the social rehabilitation pro* 
gram. 

Dr. Ulwan's presentation (1984) early in the life of our program was ex- 
tremely helpful. There was a difference in age range: his program tar* 
geted youngsters aged 16 to 24: our upper age limit for the children was 
19 with no lower age limit. In both programs however families were ex» 
pected to be part of the treatment. The families in Ulwan*s program, like 
the families in ours, were the most dieorganlied, the most resistant to 
treatment yet the ones most in need of treatment. The two most experi. 
enced and skilled family therapists in Ulwan's group worked with the 
, families intensively in their homes for six months. Following that inten- 
sive treatment period, the families were able to work on an outpatient ba- 
sts with one of the other therapists in the program. There were a number 



of important compont-nU to the progriim; e.g.. they began each case with 
a conference which included the family and all the agencies involved to 
avoid sabotage by any one clement, and there were regularly Khedulwl 
gi oup meetings for the parents of the youngster?*. 

It is not the intention of this paper, nor would it be possible, to dcMrriU* 
their program in detail. It should be noted however that while Ulwan's 
group had several psychiatric beds on rocrve, they had not had to liospi- 
talire a youngster for even one day since starting the program/ From 
our viewpoint, it wus significant that Ulwim's pn»grum uccomplishi-d lU 
resulu by emphasizing both clinical and omimuiiity work. This waH a 
model that was ityntonic with our own approach und goals 

At the same time, we recognized that we had to expand our knowle<fge 
of community resources, even though we already had comniunity-ori. 
enled backgrounds. In addition to years of experience at the Clinic, the 
clinicians in the program had received their profes.sional training in 
RchoolH of social work, or had participated in a two-year. full-time truin^ 
|ng program at PC(jC in family therapy. Those in the latter gmup were 
individuals who were indigenous to the community, iind hud l>een se- 
lected on the basis of their personal quulillvatioiis and ilieir life experi- 
ence, Kor both groups the training, to un infinitely greater degree than 
the training provided for other disci pi ine.s. eniphahiyed tia; role of oim- ^ 
munity resources in the lives of clirnU. Nevertheless the specialiyeU ^D 
work in the social rehab program, we found, rfquirutl much more in rcla- ^ 
tion to community involvement and net/'orking than we had previously 
needed to give. We unres«ervedly plungetl in to exploring not only the tra- 
ditional resources but to tracking down individuals and gras» nwts orga- 
nizationsthat might provide furniture, clothing und other necessities for 
our clients. 

Another miyor difference was in the intensity of the service provided. 
Clinicians can, and do, see clients several timi'H a week, every day if nec- 
essary to support them during a period of Iriuisition: to help them cope 
with a new environment, to motivate them lo attend n ni-w school or voca- 
tional training program, or to monitor ii {Mtenl tally explosive situation. 

While we do not. in the program, ignore individual problems, we take 
seriously the "sociar in social rehabijitulion. Many of the sessions take 
place in thcclienlx' homes and in other liK'ntams in the community— the 
school, the court, the local recreation center, the Department of I'ublic 
As-sistance OITlre. the employment <>ITi«---and lliey include stafT itvm 
other agencies and institutions, as well .w nieinU'rs of the client's ex- 

'A« nfSepttmhrt I SWA. Ulwafi'* prtttrriifn hwl »*< n M ytKiiiH**" Ihrir (Atniht*, »n4 
mlinueH (ubr»urrrii4ru1 .fiiivui()iniclM»pil>tli/ii(iMi« (i'kr-^nJfrniMiuiiiCaliufi.^ ImSI 
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Unded family, all of whom comprise the clienl'a network. When possible, 
we refer clients to one of our adolescent groups and their molhcm to the 
mothers' group, We are sometimes able to supply familieii with ticketa to 
various museums and entertainment events in the city, or arrange for a 
group to lake a trip together. All of these activities fill an important 
fiocialmng function for the client and other family membere. 



Tlie Pro-am Population 

Our client population is characterized by children and adolescents who 
are often suicidal^ compulsive runaways, chronic school ac^uslmenl prob. 
lems. or uncontrollably aggressive. They come from families wher« the 
parents themselves often have had extensive psychiatric outpatient and 
inpatient histories. Many of them have backgrounds of alcoholism and 
drug abuse, and have been neglectful and abusing purcnta. As nlruady in* 
dicated» this population is characttrited aa well by severe economic depri. 
valion. which playa a m^jor role in the problems of the families and the 
children^ and which requires connecting them to basic resources in the 
community. 

In our hierarchy of clients, the children being discharged from East- 
ern StJite School and Hospital are our first prionty since they require the 
moi»l intensive work to reintegrate them into the community Next are 
the children in our inpatient unit at PCGC who may be diverted from 
Kaslern Stale by referral to our social rehab program. Finally, and the 
largest group in the program, are the children who typically are brought 
to the Clinic only in limes of crisis but whose families dont follow 
through with treatment after the crisis is resolved. They disappear until 
the next is at which time they again require an emergency response, 
often including hospitalization for the child or for the entire family in one 
of our inpatient apartments. The pattern may be repeated endlessly with 
no apparent way to prevent another crisis and another hospiUlization. 
That is the situation in which the social rehcb therapist intervenes, to try 
and break the cycle by reaching out, by going to the family's home and 
bringing to the family intensive therapy and other services. 



Case Examples • 1 * JL 

Examplea of some of the cases in the program best convey ifje kinds of 
problems we work with and the ways we have developed to handle them. 



Case I 



Onv yuunf!girl I'tlcntt (^tairc who ■« now Ucnmr fnim Haiti with her family itcv 
VT*\ yvant The fMnniy i* hrre illet^atly Thi-y t«p4*Hk httU> l^ti^hHli. aii<I tht'V 
iitruf;f!lr ju«t i>!(urvivc t'laiire wa« hu'>pitatin<(t in iiur in|»a(irnt unit Otur timiK 
III I9HJ anorexic on onradmlMion.catutonirunnimther. In |i)84 «hc was honpi* 
tjlitcd MgMin. for the fifth time, in a ninnic P^ydiotiC condition, and upon dia* 
charge, went to tU^terr Stale, Since hhe wi nt un h voluntary ImsU. *hf wan able 
tu ntiin hcntctfMut, whio, .*,>p dul iiftcr wrviTtil wivkw 

At tlut point, C'luirr wav 8<lmitti-d tu our then nvwty forrnvd Mciut rrliati pru« 
griim Her therapist. Vm. worked with her >nd her family intcn^tively. making 
numerous home vi^tila.She v^nrked tu develop a lK»un<lary bftwi-cn the futhtT and 
t'lKire tthcre had been indicationa of mci^t) She iiImi involved Clairo in an ad<h 
Ic^nt Kroup in the Clinic, and conxutted vxtenitivrly with thrMhoot counM-l<»r to 
find j I Hchool that would meet her special itlocatioii ii(xdx. Ctiiirc WiiM>vi*ntu.itlv 
admitted to the tVltit School which t* a g<i»d Khoul for y|H<ial n«'edschildrvn, and 
she i« udjuxtin^ well there In «um a> Hraulio Monlalvo, cniiMilliint to tho pni 
ifTAm. picturi'ifqurly put it. "the theratUNt really Mitchid the kmI into u whole new 
rsocinl fabric ' 

Casi'J 

Kuie. who lit 16 ycarv old, had been nlKin<l<>tu<«l hv hrr mother who was hrr>ctf ^ 
mentally ill. and had 5pent her entiri' life in foster homittatid in»titulion(t After tO 
fiettinK into a fight at one ofher revidcntiul plucf nieittM. «he wai Nent to t-^slcrn 0> 
State because of her kuppoMcdly violent. unrontruUutile niiger While Hhe wan at 
Ku»tern State, her mot^ier died. At the funeral lu-r relative:! K^t t«);ether und de 
cidvd to do something for Kale. One ofher hn>(hersionirid tu huve her lt\e with 
him and hin girifriend. and Kate was relciiMd to lliem 

After a time. Kate ran into •criouapnklilems with her lintther*!) girlfriend One 
problem had to do with the e<onomic situation .iml the altemittn of the brother 
and his girlfriend to eke out their food supply. Kate wui not altowid to go tu the 
relrigerotor and she was often hterally hungry, 

Kortunately. Kute had al»o been referred Oi uh whin she was diKharged fmm 
Eastern State. Her therapist worked with Kale to rr.tC(juaint her with her rela^ 
(ivea and help her tu cope with them. She eventuiilty got Kate connected c< S a 
fcister who had more reiuiurces than the brother, und wmk iibtc tu provide a sup^ 
portive environment for her. After a lifetime ol inatitutionnluMtion. Kale is going 
to school and developing a network of friend>« *» will uh nxunnKting with her 
family and with the eommuntty. 

Ca}te:) 

One of the social n'hab therapists inheri led .i Ifty. Stephen, who nt the age of V2 
had already \)ixn an inpatient twice ut .iikI wuk hI t-^%ti rn State for the 

second time. At uge two. he had been Kexually abu»cd Ly lutt father and his par< 
enU' marriage broke up us a result. The im»ther reMrnlid Stephen for that. In an 



ih'.VlJ^lLSY'n^ji!'" ' retpontible for the brr-k-up of th. m«m.Ke .nd 
thil crraud • PJtMofical tie between them. The mother't behnvior towanl Ste- 

rut mother dinedly with any negative fe«hn«t h^L {n»U«d acl*d Ihem out Sle- 

.w^; ft^ril^r<i r ^^r^ ^ '"^ '^'^^ ^ Stephen ran 

. ^j^**"* heannc at which he wu Kh«J. 

The social rehab therapirt worked with Stephen and hU family (h>« mother and 

percrpUon about Stephen's reaporuibiltty for endinc the mamace. Mather and 
aonembarked on a proctaa of paycholoffical aeparaUw*. ""^ 
When the boy became homicidal at one point and wa« cauirht with a iwn he 
SenVr^SJ^'f PCGC.'^ten^d U, tl^ vSith Sevel^J^nl 

hU i!J ' protecting him as the had inThe 

Ken w..T3J7^7^ him pisced there. For the first time.sTe! 

tu^ Jltl^l^r ^u!:!:!^. expected to deal with his behavior In a atruc 
l^IJir ii^f ' Berualem than about beinRcon. 

T^' important, Stephen was btvught to K'GC from 

BenMlem for regulsr family seaions. Work continued with the family dun ngTh^ 
POM'incarceraUon penod as well. ""■■■■b mr 



Case 4 



M.^.^. wamp e. which could serve as a model for social rehab casev. is that of 

inception of the aociai rehabiliUtion proffram. She was 13 when she was Hrst re! 
erred because of deprmion. Melind* was rtUrded and had . spSJh pAbl?mTn 
? "IS T}!i ^ herself coherenUy. At one pointX t^came dis" 

oriented and sUrt«d w.nderinK around the city, a siluatio^which ne^^w.Ut«^ . 
penod of hoipiuliution at PCGC. ncrcwiiaiea • 

r ^11*^ ^"^'^^ ^ P*"** which the social rehabihution procram was 
fonned. The ther.p;»t wa* asa.xned to the new program and he traiuSrrd Meh 
inda to It as ^f"; Fo»ow ng Ulwan'a model (19a4) in which the IheTapUTworks 
ntensively with -ha family for a time limited period, he explained to the flmlly 
the reaion for puv them into the sod.l rehab program; he would be able to 
give them as much tK ' they needed for a specific penod. 

The therapist marihai d all the support he could find to break the cycle of re. 
r*»it6 crise. and escalaUng problems. He brought in .n oMer sister who had i. 
poor relittonship with her mother and had left home He w.s able to re-involve 
X Mehnda, Mellnda'* speech problem dated back to 

early childhood when ihe fam^.aware that there was«,m?lhing wfonTwUh th? 
'm'*'* ^ i -""f if>«te her needs «) that she didn't have to speak. WhenX go! 
older and the family expected her to Utk. her speech was In^renL TV fim^fy 

The mother had refused to accept that Meli'nda was retarded Now the mother 
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was helped U> /ftept «t,The therapi^tt nKxIi lhil r<,r the m«.th« r and thei4<!«.rM4t.r 
how to help Melinda »pe.ik. how to track hi r coiiv. rN-tion uml help hi r tu express 
titmcu. The mother had wmplsmf^l iilmut not uhd<>n.tiiiMliiig what vwinc eirU 
n«d<d The older si.ler helped both the miKher Mnd M<lihd.i to h„Tn h.iw Mvl. 
inda could act in iin age appropnate way Thr mothrr hsd only known how U> 
supervise the girl. Now she lM,ncd to nurture hir us well She did voluntevr 
work at Melinda s school in order to b<^nie morv involved with her 

To provide more •tupjwrt for the mother, he rcfermJ ht r to the nkrt hi re group 
The group encouragrd her to seek n paid >oh, which Hhceventuallyi»btaiiied ThJy 
alM encouraged her to uke greater contnti over hi r children, nnd HH*cificalk to 
get her 20-yearKild aon out of the hou'te. In turn, the non got 'limiH lf m Job and a 
government gift hou^e which he ban been rt hiihilituting hinim-ir Another son. rr- 
iMiied Jrom jtil after 10 yeant, hax brt>n nucaWully mlegrntcd into ihe family 
The relationship between the mother and hir older ditughter ha« continued to 
improve. 

Our client, now almost 15, has been adjuring will *o Hpecial clam in high 
school. She has achieved considerable hu«vm in npiirtii, Um in fact won thrt-e fiml 
place trophiea in Sf>rcial Olympics for her pcrfornmncv m truck. She is Mcquiring 
a network of fnends, and can »peak more normally, Slie has learned to expres.H 
hen*en,and to communicate with her family 

^ith so much improvement, the ca>* wm» truiuJi rrrd l«ru»4» nunagenu>nt sta> 
tus. which involves pcnodk vi»iU on a follow-up hM>iii with a cnM? niunuger. Sincr 
the family had been primed from the iH-ginntnK to * lew wKial rehith an extremvlv 
intense but time.limited. they could afc**pt tho trannfer asun ochieveinent rather 
than as a rejection or as a painful aetMration. advance preparation slw> 
helped the therapist to separate frum thrmU 

The em^asis for this family in chk mansgiwnt i% nn rumpctencv The 
mother still hss problems but she handK«« them hi the kwIoiih which ure held 
every few weeks with our case manager the mother talks al^tut the way hhe ban- 
dies her problems The mother's competence m supjwrtcd and cipanded Cur. 
rently, the mother is doing extremely well both in her yth m full time school 
aide, and in her social life which is compli te with church Mcttvitieit and a .Hiitlc 
msn friend, " 



Program Evaluation 

The program tncludeiian ongoing ova luulloncomiwnent winch <*vnluntea 
both the program iLvlf and the trealm<'nl uu(r(iineh of the fumtltfi*. The 
program evaluation looks al whether we arc udinttting the ly|H» of fumi. 
lies weoullinfd m our hierarchy ofprionliti«,anil whi ther we are provid- 
ing the kinds of services (inlenMive, conimunily-lMsedl we intended Kor 
the treatment outcomeK, we look, among olher thingK, ul Ihe numl)er of 
cjienl hospiializiiliotis after entering the |»nigrum,ihely|M'ofhospilalira» 
tton and the reaar)n fur tt. 

According to our evaluation data at the end uf the firjvl year, iho ik«vcn 
clinicians m the progrhm horved i)« ciienU and their faint Iteti Fifteen of 



the client* had bwn at Kastcrn Slatcj thirty-one had bwn ho«pitahz«i nt 
PCGC, many of them more than once; nnd eleven had bwn hospitaliicd 
at other hospitals such as Philadelphia Psychiatfic Ifospilal and Ba({les> 
ville. 

In the Hrst year, none o( our clients had to be admitted or readmitted to 
Bastcrn State. Only eight havo n?d in be ho^piulized ^inct entering the 
pro^Tam, six of them at (X^GC. SiRniricantly, all were planned admift* 
sions with deHnite plans Tor Tollowupafler diticharge, very different from 
the previous cycle of emergency hospitaliration our clients had been in< 
volved in. 



Teom Spirit ond Support 

One explanation Tor the efTcctiveness o( the program may be found in the 
unique team 'pirit of the staff. The group meet^ together Tor two hours 
every we«k to share mrormation about hard-toTind resources. They also 
bhare experiences, particularly in relation to difficult cah«s. (One or our 
therapista had her life threatened by the boyOriend or a client— stafT 
members are very supportive orone another at times like thatjOutorthe 
common goals orthe program, a strong and cohesive group has develnpi'd. 
As an example, when we recently trained a group of inpatient staff to 
' work with us. the training was primarily the reKponsibility ofonfthcra' 
pist. Yet every therapist in the program voluntarily participated in the 
training, even though it took place on two weekends. 

Still in the Tormatlve stage is the development orhoi<t homes as an nl* 
ternative to institutionalization Tor thos« children who have no Tamiltes 
or who are unable to live with them. O'jr staff will train the host home 
parents. A therapist will work with the child and with the natural Tamily, 
iravaitable, to enable them to maintain contact with one another, and to 
facilitate the child's eventual return to the natural home, when that is 
possible. 

Plans for the host homes are being made with full and necessary ac- 
knowledgment that some families of origin -rv too incapaciuted to im- 
mediately receive back home a youngster who had be«n institutionalised. 



Conclusion 



llie impressive lesson of our experience thus far is that many families 
can receive their children from institutions or prevent them from going in 
the first plac« if they have the necessary support. Our clinicians are eX' 



trcmely skilled and Knsitivc. but tlu'ir rr^ultn cjn U- duplicated by cliiii 
cian<4 in other programs given thi* willingni>.s and the juri>diction to 
work in the same woy 

What IS requirfd to provide huih juris<lictiun'' In wh:it contrxt can this 
type of program Inrst nouris*\? Thi«r<ipi>lN may find it diftliuh to resist the 
prtm'ure for hospitalixalion, the di«n»muN on thcin "re much greati-r 
when working with a family in crinin out«idtf thi- lio:*pHul In order to sup- 
port the fnmilii-s, they in turn nii'd »«up|n>rt from tlicir parent organiza- 
tions to sustain them through thax* crises. Sucli Mij^port m oacn difficult 
for (irguniwtions t<i givo U*cuum» funding uIKiciiliuim iiri* ni hiMvily ori. 
viiti-d toward the medical hk opi^w-il to ibf |Nyih<wici:il ii>jH?cls of 
rehabilitation 

Orgu nidations fail Ui n-ctigniw thjit tlx* typ<' of iirngntni iIi'MrriU'd 
aUivi' not only rfsultN in tlw salvaging of human livin,l»ut u economic, 
ally di'>iroblc in its effi«ctive use of avuilnblo fumls. It in u program in 
which the inherent com|)etena» of the individual is valuwJ, in which pri 
onty IS given to the normalimtion of the client with a wjtchful eye to- 
ward unnecejwary iii>titutionaliuHion In Miort, it w n program in which 
hoHpitahzatioit is viewe<l and utilized only iihh l.iht rej-jrt 
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Chairman Miller. Thank you. 
Mr. L'Homme. 

STATEMENT OF BERTRAND P, L'HOMME, EXECUTIVE DIRECTOR, 
CITY LIGHTS, WASHINGTON, DC 

Mr. L'HoMME. Mr. Miller, members of the committee, thank you 
for inviting me here today to tell you about City Lights. 

In August of 1981, a District of Columbia Superior Court judge 
approved a consent decree settling the landmark case of Bobby D. 
V. Barry. The class action lawsuit filed in 1977 challenged the fail- 
ure of the District of Cclumbia^s Department of Human Services to 
provide noninstitutional care for 600 children who had been adjudi- 
cated neglect and placed in its custody. 

In June 1987, 10 years after the Bobby R suit was filed by the 
Children's Defense Fund, a District of Columbia Superior Court 
judge found that a residential treatment center in Texas that 
charges $120,000 a year to treat District youth v/as grossly incom- 
petent and literally life threatening. The charge was made after a 
17-year-old District youth was injected with an antipsychotic drug 
when he refused to put on his pajamas and then received daily dos- 
ages of other powerful drugs despite no evidence of psychosis. It 
would seem little has changed. 

The Children's Defense Fund surveyed the Bobby D. case and 
found the mcuority of underserved and misserved handicapped 
wards were emotionally disturbed adolescents. Under the auspices 
of the Children's Defense Fund, City Lights was founded by Judith 
Tolmach Silber in September of 1982. 

When City Lights opened its doors to its first students on the 
corner of New York Avenue and North Capitol Street, literally in 
the shadow of the Nation's Capitol, we intended to serve a group of 
the most disturbed and delinquent adolescents in the District of Co- 
lumbia. The mission of City Lights is to provide a community-based 
day treatment program for adolescents as a last resort before insti- 
tutionalization and to receive adolescents back into the community 
subsequent to institutionalization. 

City Lights claims no new insights into the causes of emotional 
disturbance and juvenile delinquency. We have developed no new 
technique that will cure the traumas of physical and spiritual ne- 
glect. We have not found a way to remove the scars of physical, 
psychological, and sexual abuse. But we have developed and imple- 
mented a determined, structured, and consistent system of care 
that allows students to grow, mature, and become independent. 

When we talk about childhood trauma, we know one trauma can 
often hamper normal childhood development. The students at City 
Lights have suffered multiple traumas. For example, two years ago 
a student came into my office and asked to speak to me. He related 
a gruesome story that involved an adult male who had been in- 
volved in his care previous to City Lights. He told me about several 
hundred black adolescent boys and about several thousand nude 
pictures of those boys that were taken by this adult over a 15-year 
period. Sitting with him in a waiting room at the police station, 
this young man told me that this was the third time he had been 
to the police station for situations related to sexual abuse. A few 
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months later, I asked this young man why he smoked Love Boat— 
PCP— and he responded, "Mr. L'Homme, it's the only time I don't 
hurt." 

If there is a typical »*^udent at City Lights, he is 16 years old, 
black, male, a ward wie District of Columbia, emotionally dis- 
turbed, delinquent in reading and computing math below the third 
grade level. All the students at City Lights are residents of the Dis- 
trict of Col' mbia, where 44 percent of all students who entered 
ninth grade m 1986 will not graduate and 10,000 children are out 
of school every day. 

In the District, there are 16,000 heroin users, 60,000 polydrug 
users — PCP, cocaine, and marijuana. Every year, 4,000 juveniles 
are apprehended for offenses ranging from very minor, noncri- 
minal behavior to the most serious felony crimes. While 48 percent 
of white adolescents are worldng, only 27 percent of black adoles- 
cents are working. 

Students at City Lights fill a very soecial category, the structur- 
ally unemployed. Even if there are joDS, City LightSs students will 
not get them. Immediately, questions arise. Is it worth our effort? 
Is it worth the investment of millions of dollars? And, is it worth 
the allocation of already overwhelmed resources? If the answer is 
yes, then how will we intervene in a vicious cycle of rejection and 
failure? 

In 1987, the answer all too often is to build bigger and more 
secure detention facilities. City Lights set up a comprehensive 
array of educational, clinical, and vocational services based on the 
psycho-educational model which assumes that cognitive and affec- 
tive processes are in continuous interaction. The staff believes 
that the milieu itself is therapeutic and that everything in a child's 
day can be used as a therapeutic intervention. 

but the school that City Lights set up in 1982 was no longer 
enough in 1984. There was no school to assist multi-problemed 
older adolescents and young adults make the difficult transition 
from school to work ana from dependence to independence. 

In 1984, under a grant from the Department of Education, City 
Lights set up the Workplace, a school and work transition program 
for students between the ages of 16 and 26 years old. City Lights 
assembled a consortium of agencies that originally allowed us to 
offer this crucial service for ^10 a day; a service that included a 
full remedial education program, complete clinical services, job 

Slacement and monitoring and follow-up for $10 per day per stu- 
ent; a service that took City Lights over two years to sell to the 
District of Columbia and today, at the end of three years, is only 50 
percent enrolled. 

We continually ask ourselves what makes the difference in the 
lives of the students entrusted to our care. Two years ago, under a 
grant from the National Institute of Handicapped Research, we 
found and interviewed 50 of our first 68 graduates. At the time of 
follow-up, we determined to what degree students were working 
and living independently. 

The second question asked whether students were placed in a 
more or less restrictive environment at the time of disposition and 
follow-up. Quite simply, those students who attained a higher level 
of independence and were in a less restrictive environment at the 
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time of follow-up attended City Lights longer; had grown up in one 
long-term foster home; had regular and SYEP work experience; and 
were likely to be depressed rather than character disordered, read- 
ing at least at the fifth grade level, and computing math at least at 
the sixth grade level. 

Ftom preliminary anaivsis of our data, we identified several pre- 
dictive factors that we ha^ no control over: diagnosis, foster home 
placement, et cetera, and several factors that City Lights could in- 
fluence: work experience, attendance, math, reading. We under- 
stood that influence on these factors can only occur within the con- 
text of our therapeutic community with a comprehensive and de- 
termined strategy of education, therapy, vocational education, and 
job placement. 

^ C;*^.y^ Lights has identified some of the problems, developed solu- 
tio!U, implemented programs, and has proven our effectiveness, yet 
t^iC City Lights programs are in continuous danger of closing. It is 
a fact of life that if City Lights is not able to secure additional con- 
tracting grants in the next two months. City Lights will close 
before school opens next September. 

City Lights, like all nonprofit organizations who have proposed 
solutions to complex problems, is dependent on contracts from 
public agencies and private foundations. City Lights is confident 
that, with fair contracting and granting procedures, we will contin- 
ue to provide high quality services to the students of the District of 
Columbia. 

However, in light of recent events. City Lights, along with sever 
al other respected nonprofit agencies, suggests several proposa^^, 
the first to include a request that District agencies secure 
the^ services of third party specialists to sit on the contract 
review boards. Second, we propose that each nonprofit agency be 
reviewed and evaluated by a committee of its peers from the public 
and private sector. These steps, we feel, will go a long way toward 
restoring confidence and ensuring fair contracting procedures. 

Beyond theory and technique. City Lights communicates and 
models a set of values that allows students to become independent 
adults in the community. Briefly, we value education, and we be- 
lieve that learning to read and compute math is the most powerful 
tool we possess for developing self-esteem and self-worth in our stu- 
dents. 

We believe that problems are solved by talking, listening, and 
then acting. We value students and staff who take risks, and we 
appreciate and accept differences of race, sex, and age. We expect 
high standards of achievement from staff and students, and we be- 
lieve only authentic relationships are therapeutic. We believe stu- 
dents trust adults who can say no, and we believe we must be able 
to collaborate with the student, with each other, parents, guard- 
ians, public agencies, and the community. And, finally, we believe 
that kids can get better arid multi-problem, high-risk youths can be 
helped to help themselves. 
Thank you. * 
[Prepared statement of Bertrand Paul LHomme follows:] 
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Prepared Statement of Bertrand Paul L*Homme, Executive Director, 
City Lights, Washington, DC 

In August 1981, a District of Columbia Superior Court Judge 
approved a Consent Decree settling the landmark case of Bobby d. v 
Barry. The class action lawsuit filed In 1977* chal lengea the 
failure of the District of Columbia's Department of Human Services 
to provide non-lnstltutlonal care for. the 600 children who had 
been adjudicated neglect and placed In Its custody. 

In June 1987, ten years after the Bobby D. suit was filed by 
the Chlldrens Defense Fund, a District of Columbia Superior Court 
Judge found that a residential treatment center In Texas that 
charges 9120,000 a year to treat District youth was 'grossly 
Incompetantt and literally life threatening.' The charge was made 
after a 17 year old District youth was Injected with an 
an.lpu*'chotlc drug when he refused to put on his paJamas and then 
ecelved dally dosages of other powerful drugs despite no evidence 
of psychosis. 

The Chlldrens Dftfense Fund surveyed the Bobby D. class and 
found the majority of underserved and ml served handicapped wards 
were emotionally disturbed adolescents. Under the auspices of the 
Chlldrens Defense Fund* City Lights was founded by Judith Tolmach 
Sllber In September 1982. 

When City Lights opened Its doors to Its first students on 
the corner of New York Avenue and North Capitol Street, literally 
In the shadow of the nations capltol, we Intended to serve a group 
of the most disturbed and delinquent adolescents In the District 
of Columbia. 

The mission of City Lights Is to provide a community based 
day treatment program for adolescents as a last resort before 
institutionalization and to receive adolescents back into the 
community subsequent to Institutionalization. City Lights claims 
no new Insight Into the causes of emotional disturbance and 
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Juvenile delinquency, we have developed no new technique that wH i 
cure the traumas of physical and spiritual neglect. We have not 
found a way to remove the scars of physical, psychological and 
sexua 1 abu se . Bu t , we have developed and ! mp 1 emen ted a 
determined, structured, and consistent system of care that allows 
students to grow, mature, and become Independent. 

When we talk about childhood trauma, we know one trauma can 
often hamper normal childhood development. The students at City 
Lights have suffered multiple traumas. For example, two years ago 
a student came Into my office and asked to speak to me. He 
related a gruesone story that involved an adult male who had been 
Involved In his care previous to City Lights. He told me about 
several hundred black adolescent boys and about several thousand 
nude pictures of those boys that were taken by this adult over a 
fifteen year period. Sitting with him In a waiting room at the 
police station, this young man told me that this was the third 
time he had been to the police station for situations related to 
sexual abuse. A few months later I asked this young man why he 
smoked 'love boat' <PCP) and he responded, "Mr. L'Honme It's the 
only time I don't hurt." 

If there Is a typical student at City Lights he Is sixteen 
years old, black, male, a ward of the District of Columbia, 
emotionally disturbed, delinquent, and reading and computing math 
below the third grade level. 

All the students at City Lights are resident • of the District 
of Columbia where 4Ak of all th^ ^^^i.H ents uhn >>nt<*r^ri 9th orade In 
198g Vin nPt grflflUt^tft and 10.000 ch ildren arg out of jrcHooI every 
Hai. In the District there are 16.000 hiroln nfierg and gO.OOQ 
PPIv drug user?^ <PCP, cocaine, marijuana). Every year 4.000 
■ lUVCn l lfta arc Apprehended for offenses ranging from very-minor 
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non-crimlnal Dehavior to the most serious felony crimes. VhHe 
48% of white adolescents are working, only 9.7^ of hi ark 
adol<?sc<>ntg arg work! no . Students at City Lights fill a special 
category » the structurally unemployed, even if there are joDs Ct tv 
LiQhts gtudfrntj^ vMl nnt act ther.^. 

Iimedlately questions arise — Is It worth our effort. Is It 
worth the Investment of millions of dollars, and Is It worth the 
allocation of already overwhelmed resources? If the answer Is 
yes» then how will we Intervene In a vicious cycle of rejection 
and failure. In 1987, the answer aM too often Is to build bigger 
and more secure detention facilities. 

City Lights set up a comprehensive array of educational* 
clinical » and vocational services based on the psychoeducat lonal 
model which assumes that cognitive and affective processes are In 
continuous Interaction. And the staff believes that the milieu 
Itself Is therapeutic and that everything In the child's day can 
be used as a therapeutic Intervention. 

But the school that City Lights set up In 1982 was no longer 
enough In 1984. There was no school to assist multl-problemed 
older adolescents and young adults make the difficult transition 
from school to work and dependence to Independence. In 1984, 
under a grant from the. Department of Education <OSERS) City Lights 
set up The Workplace, a school and work tranlsltlon program for 
students between the ages of sixteen and twenty-six years old. 
City Lights assembled a consortium of agencies that originally 
allowed us to offer this crucial service for $10*00 a day. A 
service that Included a full remedial education program, complete 
clinical services* Job placement and monitoring, and f ol low>up for 
910.00/day/student. A service that took City Llgh "5 over two 
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years to sell to the District of Columbia and today at the end of 
three years It Is only fifty percent enrolled. 

We continually ask ourselves, what makes a difference in the 
lives of the students entrusted to our care? Two years ago under 
a grant frccn the National Institute of Handicapped Research we 
found and Interviewed fifty of our first sixty-eight graduates. 
At the time of fol low-up we determined to what degree students 
were working and living Independently. The second question asked 
whether students were placed In a more or less restrictive 
environment at the time of dlsposlton and follow-up. 

Oulte simply those students who attained a higher level of 
Independence and were In a less restrictive environment at the 
time of follow-up attended City Lights longer, had grown up In one 
long term foster home, had regular and SYEP work experience, wer« 
likely to be depressed rather than character disordered, reading 
at least at the 5th grade level and computed math at least at the 
6th grade level. Frocn the preliminary analysis of our data we 
Identified several predictive factors that we had no control over 
(diagnosis, foster home placement, etc.) and several factors that 
City rights could Influence (work experience, attendance, math and 
reading scores). We understand that Influence on these factors 
can only occur within the context of our therapeutic community 
with a comprehensive and determined strategy of education, 
therapy, vocational education, and Job placement. 

City Lights has Identified scene of the problems, cieveloped 
solutions. Implemented programs, and hav6 proven our 
effectiveness. Yet the CItv rioh tg prnoram*i are in contlnucug 
danoer of cloglno. It Is a fact of life that If City Lights Is 
not able to secure additional contracts and grants In the next two 
months, City Lights will close before school opens next September. 
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City Lights, like all non-profit organizations who have proposed 
solutions to complex problems is dependent on contracts from 
public agencies and private foundations. 

City Lights Is confident that with fair contracting and 
granting procedures we will continue to provide high quain ' 
service to the students In the District of Columbia. Hov'ever In 
light of recent events. City Lights along with several other 
respected non-profit agencies suggest several proposals. The 
first zvc Include a proposal to request that District agencies 
secure the services of third party specialists to sit on the 
contract review boards. Second we propose that each non-profit 
agency be reviewed and evaluated by a consnlttee of Its peers from 
the public and private ssctor. These steps will go a long way to 
restore confidence and Insure fair contracting .procedures. 

Beyoncf theory and technique. City Lights correnunlcates and 
models a sec of values that allow students to become Independent 
adults In the coirmunlty. Briefly, we value education and we 
believe that learning to read and compute math Is the most 
powerful tool we posess for developing self esteem and self worth 
1 our students. We believe that problems are solved by talking, 
listening, and then acting. We value students and staff who take 
risks and we appreciate and accept differences of race, sex, and 
age. We expect high standards of achievement from staff and 
students and we believe only authentic relationships are 
therapeutic. We believe students trust adults who can say no and 
we believe we must be able to collaborate with each other, 
parents/guardians, public agencies, and the community. And 
finally we believe that kids can get better and multi-^problemed, 
high risk youth can be helped to help themselves. 
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On the Road to the Street 

Truants Feed D.C. 's 32% High School Dropout Rate 



By Edward C S$ntn* 



fit«n KMnn ttU»i$ ocbool tbooC katf Use; 



Since September. Soom Junior Hijb 
School hit been |n session about U4 days 
and DonneU RobiMoo has been marked aN 
sent more than 80 of them, according to h^ 
pnncipaj. * 

The serenth trader, who had a C-plus 
ivmge eariier thb year and says he hices 
learning and hopes to be a policeman, spent 
those days tunging oui" or playing hide- 
and-seek with friends. 

At U. Donnell h showing patterns of 
truancy that, according to D.C. achool of- 
ficbb. almost inevitably turn students into 
dropout statistics by age 16. 

About 10.000 D.C. students stfy out of 
ichool each day. putting the city's absentee 
rate at 12 percent, among the highest in 
the nation, according to Marilyn Brown. 



assistant superintendent for student ser- 
vices. 

About 32 percent of tl.e city's high 
school students drop out each year, result- 
wg in considerable numbers of youths in 
the District who are cndereducated and 
unskilled. 

Adminbtrators ukl that more than 20 
percent of the truant youths and those who 
drop out each year have borderlmc learning 
disabilities, like Donnell. who b enroUcd in 
a special education program at Soiaa. 

Some truants are casual clas«-cutters. 
who may miss fewer than a half-doten 
sc'iool days each year to go shopping or 
lake advantage of a nice day. But many, like 
Donnell. are chronic truants who skip 
school because they feel alienated. 

He said of his many absences: *! don't 
like my teachers or the principal .... I 
want to get transferred to another school " 
Sft TRUANT. 05. CoLt 




CO 



DoBieU H. spends laolbf r day m « Irtint 
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mtk* It trvough gndiafcn Ir^ Mch ttstt. ^J^ri^-- 

1>hJ ■im'KM Har** '? *'^^. f '"ItttMtM Hank* 

'iC** — ' 



Alt. 36,6 375 3 *£.MooL 213 17.9 44 - 

Art^ 36J 354 lltf^Nw. ■ 352 333 » 12 

Caa .39S 36J 6 ^ HJ. 235 223 38 « 
Coto2r^! 29.t; 24.8 ."^iSirNmSr; 306^29:0^17^ 
Conn. 29.4 20.9 41 I N.Y. 36,6 37J 5Tt 
DflU:5::;253;219:i:i8m-N.aa^^ 
Oa 43.1 44 J 1 rN.D. 16.1 1X7 SOT 
Hi,r2T. 39J^37J^r6T?«ONo::r;J22a520.0.:?42:> 
Ga. 35X) 36S 7!6*0W«-. ,292 26S 21 Tj 
Hiwir:* 25.i:;?35Jr22ft5'Or»,-2r'27^:21tC23:^ 
teaho 25.6 S'42. 32 Jfe;'Pa. 24X) 22.8 37T; 
tt. ^JT:'a9UW-^;2S5£'W.^tr27-5.:31-3i* 1i^* 
Irxt 283 23,0 35 fc>S,a , 37.4 355 ■»'9 

towfSS" 153. 14.0.48^1? aarc^;i73.:i45V47^' 

Kan. " 193 183 43^ Tifn. 322 225 16 
Ky.'jr?"34.1':31.6:i3^VT«ti'::; 3e.4.?35>H:llY 
La. 385 433 2 rUUh 250 213 40*. 
M^" 27^:225^371: Vt.-^'.204r16j9N455 
m. 252 222 39 T*Vt 262 253 27T 
Masi:!r^2X6 .25.7j24:J; WBftriV235i-245..28.: 
Mjch. 284-275 19 r^W.Vi, 33.7 26.9 21T 
MnCVill5Ma7.::^50yV«k.^5 16.9'Cl55£f46i, 
Miss. 387 .37.8 6 rr Wya- 276 '24X) 33 ■ > 
Mo.,:.?^' 255J235^3<.5g: A>i. ^. . 303 . 29.1 v;--/'- 
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D.C Judge Blasts Treatme^^^ 



'Rxas Youth Facility Called Incompetent, Abusive, Life-Threatening 



A D.C. Superior Court judge bat 
found that a reaideotial treatnent 
center k Ten* that charget the 
Diitrkt 1120.000 a year for each 
Dteict youth treated there it 



btcralyiMkreAteniDf.' 

Jndte Cuttit voa Kaoa nade hit 
fiodittfa about the Brown School k 
Auitin after hearkf taathnooy that 
a 17-yeer^ DiaCrict youth placed 
there waa bisected wkh ao andpay^ 
chotic dnai when he reftiaed to pot 
OQ Ue p^junae md theo received 
daQy dok^ee ti otbcr powetfil 
dfufi d e ipit e 00 cvidenoe ci pty> 



la « TS-page nifiag» the judge 
laid k waa dttr to hkk that author^ 
kka at Browa School were not u»* 
bg the dnigt to treat the 17-yea> 
old *hut rather to oootrot him and to. . 
make him ooapliaot*> 

The Jodge ordered Diatrkt offi- 
cialt to find a different prognun for 
the youth and atzoofiy auggeated 
tbit the^ reriew the ptocement " 
o< otter Diitrict youtfai who may be 
there.' 

* It waa unclear ycaterday bow 
oa«y Diitrict youthe are at Brown» 
a paycUatrie and crfiicational treat- 
meat center* but the judge aaid the 
ir-yeerHM k&atod be koew o< at 
leoat one other Dktrict reaideot It. 
the facOty; whkh' waa recently lyc: 
na«ed the HMth Cact RehabiSt»:i 

. Keaity^aOO Diatrfct youtlw are^^ 
placed kreaideotkl treatment pro-* ' 
Ipana bstaide tfaa'dty for apoc!al' 
thcr ap e u t fc " and fdvcitlfwal pro- ' 
graaa that Dbtrfct offidala say an'' 
DBartlUUe b tho dty. About half o< 
them are placed there by court or- 



*Tbe court haa no reaaon to be- 
Seve that the aerioua mistreatroent 
diiplayed by Brown k baited to thta 
one patknt,' the judge wrote k an 
opUoo iaaoed bat weeL 

The reaidential placement pro- 
gram, admkiatered by the Depart- 
-meat d Humaa Serricea, haa pre- 
ykualy been criticbed by youth ad- 
vocatee who oompbk that Dbtrict 
offidab rarely rbit or monitor out- 
of-atata programa. Such a bck o< 
•tteotioo. jurenik defeoae bwyera 
aaU yeaterday,' kevitably leada to 
caaea auch aa the one before von 
Kaao. 

Hoet attomeya you talk to who 
have a child k a reaideotial pbce- 
ment wiB teB you' a honor atory 
about what goea on there,' aaid Dt- 
aoe Sboat. head o< the juvenile di- 
vbbo for the Pubic Defender Ser- 
vice. 11m Dbtrict apeada minkMM 
^ doOars on tfab program but no' 
body reaQy doce any mooitorini.* 

D.C officaab reapoiMUe for the 
program were taavailabk for coin- 
aieat but a 'Wmoraodnn o< uoder- 
ataadkiT ^gaed br Uiyor Marfott 
Barry and other city offidab k De- 
Ofimber 1985 aaoouaced the focma- 
tioo ci a ro oo it o ria g committee to 
fuperriae the reaidential pbce- 
menta. 

Bcowa «fficiab cooU not be'( 
readied for comment yesterday, 
but defended tbdr treatment o< the . 
17-yearold durkg t court h^nag" 
00 hb placement/ '/ 
" The youth arrived at the Brows 
School bat October after he 
pleaded guilty to aimple anauft k a* 
jdvcnile caae and the Reaideotial 
Review Committee coockded he 
needed Inog-term treatment for 
cmotiooal aod behavioral problems. 



The judge said that shortly after 
the teenager arrived at the school 
be began ccmpbiniog about hb 
placement k a cottage with diH- 
dren who had aerioua bead aod otl»- 
er iiwries and said be wanted to go 
home. When be nade threatening 
commenu to other residents oo the 
fourth day, he was escorted to hb 
room and told to put 00 his paittoaa. 

When be refuted and then r^ 
aisted staff mentfters' efforts to 
dreaa him. the judr nid. seven 
staff roembcra physically restnioed 
the youth l\ a straitjacket and in- 
jected him with Haldol a drug with 
paiufo) aide effects used most often 
wHh psychotic patients or m'^ 
emerseocy to calm violent behav- 
ior. 

They just blasted Km.* ooe doc- 
tor told the judge during the he^ 
kg. 

Three weeks later the youth via 
transferred to^aocttber umt aod*a 
psychiatriast who had no previous 
cootaa with him prescribed luto 
oaity dosages of MelUril and bth- 
iuQ, dniga similar to Hakfol k use 
and side effects. 'I 

The judge abo sbtfply cntidied 
an add it ional prescriptka by the 
psychiatrist for Me&aril every hou^ 
•asneeded." 

Had the- 17-yearold •actually 
been ^ven 100 mUGgrams of Mel- 
hril every hour it wouM have kiUed 
him.* the judge wrote. • 

The Judkvi said the youth was ^ 
lowed to stop talong the Menaril 15 
days later when he developed ^ 
ahakeC* The youthTwhols aineU'" 
ly m a group home k the District.^ 
left Brown around Christmas aftcM 
request for a hearing from his law- 
yer, Joseph Tulnian. 
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TltCWASItrK. 



SCHOOL PERFORMANCES. RESOURCES 



Otttiict 


1982 
1986 


SATScOTM 

621 
652 


21 
19 


512 
53.5 


%0n4f 
528 
54J 


51 

SO 


3X990 


Rank 

3 
2 


ftUrylMtf 


1962 
1966 


.669 
911 


9 
6 


50J 
53.8 


74 8 

77.7 


19 
12 


21.1:0 
27.166 


10 
10 


Vb|M9 


1962 
1966 


868 
906 


11 
8 


510 
56.9 


73.8 
73.7 


22 
27 


17Aie 


34 

26 




1962 
1966 


693 ; 

906 






69.7 
706 




19.274 • 
23413 





•Kw* amoM 21 iMM and tit DiiMct 

NOIL SAT KM WM> M^te mJ prtMli KM lluMl. OOW Iv 
SOUia.US.Paiartn«««rCduabai.. t . ' ; 



StudeM Test S(xlres fl^^ 
Dropout Rate Rises,^ Bennett Say» 

JOistrict Shows In^rovemeiit' in Nationmde Education Pjonkings 



BrLtimnctFiinbii^'. 



Uish Khool itudentf' test acocta 
lerekd otf bat yetr aad dropout" 
rate* bdied op alighttjr after four 
TMri o{ hopfof tiaa fltt U.S. Edn* 
catioa Secretazy Winiam J. Bc&oett 
rooitcd jroatcrdax* 
:«W6 tiaaicaOr Keld ateadr.' 
Eesoett dedarcd at a pewa ooAttT* 
ctaoc hcra as he idcased the deptit* 
aesf a aoonal atate-bsr-atate vail 
chart of edncatioQ atatiatica. "We are 
hrifcfim the fTOQod we have gaioed 
(aSooe 1982] .... For tore year^ 
nbre cSoct x seeded. • ^ 
Jlft both MarylaDd aad the Dmk 
tricty wMch wia inc l ud ed amoog the 
atate r»octa, the acocea o< ooDege* 
bound b^ghachooiaealoranTntinitftd ^ 
t(t riae, while ie VtniQia acoreo 
iffre Doridflfed* The dropout rate 
iDoeaa^ afi^itljr b aD three areae 
alter decreaaun for acverai ytuK 
ll6aovh&«, a p e n d t oi per pop9 
aad average aalariee o< teaaerT' 
ooQtieaed to rke aobatantial^ both. . 
locaDTaodaaoaatbeoDuntiTt. 
. At $33,990, the arerafeaalaiy of 
X>.& pubfie achool teacben bat 
year wu the aecood hlgbeat b the 
country after Alaska. Hie Diatricfa 
achool ipeoding per atudest, based 
OQ aroage dal^f attrndatve, was 
$4^71, ranldog fifth fa the natioQ 
to' 1984^, the moat rec«it year 



aoocet were oaed to atahe coap«r< 

- 'bona. !t8 dropout rate c< 45.3 pec^ ' 

- cent wan the aeoood worat hi tbi; 
utioOf^Jua^ ahead <A T^^^ tnaj 
though b.C achool officbb aaid the ' 
figure waa nbleadiog. 

In a prepared atateawDt Bcnoctt 
praiacd the Dbttfct for taUng *t 
atrong atand 00 educational hnpme* 
me&raad aai^ *thb b reflected b ka 
edtr a tfa aal progreaa.* But he noted 
that the new data, Gke that fa pre- 
Tioua yeara» ahowa oaty 6 >eal^ re-. 
btfoaaUp between acUtvement ttd 
either apeatBog or cbaa iba. 



ral areaa tend tb drag down th^ 
ttatewidefmagea^* 
' Siace Idft^Maiybad and Vhgbb 
have faiproved' their rank on the 
SAT--UaiybndfDiif firoQ obth tif ' 
aoth and ViigM from Uth to 
eighth. hCarybad favrarad ita 
Ugh achod gtadMtba rM« to Uth 
beat b the cooatiy, wfaib Vizgbb'a 
haaaippedto37(k 

Vkgbb aubitaatbVir iowroved ita 
rank fa both teachen* aabrba and 
per pqpa apandhc bat atat bga be* 
fafad the aatiaaal aroage fa both cat- 
egodea. Maiyhad ooatiaoaa to raak 



The Natiooal Edacsticft'Aaaock: .10th fa -aabcba^.' $27,166 bat; 
atfan, the aatbo'abneat.tea:^. -.year, whOe ib pcr,pivi.ijEWKib^^ 
anlofv'aidcbed the ataMMkatri?' roaaboailOthU^tDaeveath. ^ 
conparboaaW -walkhart loQiea^'* KatbaaOy/tha piMiv^ ' 
(that) rabe mora qoeatboa than uatloa rata waa 706 peroaat U 
tbeyanawef.*It noted that the fed-- *-19aS,'d(m»feoai7ftSb.l964^Wt... 
eniahareolpdblie achool apeodfflg* Better than the 69l7 psrccat ibr 



haa dropped from 74 petoent to 6.S 
aiooe 1982, and aoggeated thb may 
have *aatteoed out the curre of ed- 
ucatioital progreea,* • * - 

Jinb Cromer, a apok e awo ca a foe 
D.C. School Supeifatendeat Floretta 
D. McKenae, aakl the graduatkn 
rate 'or dropout figure ma o^alead- 
hg bccauae It waa calculated naioly 
on the percentage of ninth gndera in 
D.C. p^)Gc acfaoob gradttatbs from 
D.C. achoob four yeara Uter. She 
aaU tUa did not account properly for 
atudenta who move from the city or 
switch to nrmtp jtchoob. 



1981 N « • • ; - < 

Bennett aald (he iba fa teat aoorea 
mafaly reflected a aatbawfde mown 

The atatfrbyatattreautta oa the 
SAT and the American Collega 
Teatng program aiama, wbkfa are 
uaed nubly fa tha-ICdweat and 

South, cooditae the aoorea for attt- • 
denta fa public aad private achoob. 
But officbb aakl national SAT re- 
porta abow that both typea of 
echoob made aimSar gafaa. 

fa the Dtstrkt, the only Jurb&tfoa 
for which aeotnte uubfic and ptmte 
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SUBSTANCE ABUSE 
DISTRICT OF COLUMBIA 



BRIEFING 
FOR 

COMMITTEE ON HUMAN SERVICES 
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SCOPE OF TOE PPOBLEH 



CVFPVIEW 



63,534 Alcoholics or Problcn Drinkers 



16,000 Heroin Adc^lcts 



60,000 Polydnxj Users (Cocairw, pCP, Marliuana) 



12,955 substance Abusers Treated Annaally at ADASA 
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AMERICAN PSYCHIATRIC ASSOCIATION'S 1985 



Significant Achievement Awards 



BuUdiog InterpersooaJ aod Academic Corapeteace 
Among Troubled loner^City Youths, City lights, Wuhlng- 
ton, D.C 



At Gty lights, *n unusual dijr 
tftuneat prognua thit combtnes 
cUsirooco inKiuctjon w'nh psf cho> 
sodal cbernxr. poo( bUck cecxH 
t^gen 9gcd 12 to 22 with serious 
cduotioiu] aad emodo&xl deficits 
ezpcncDCe t pheooneooa that is 
aew to chcflH-succcis. For cbe 30 
studeats xt City U^hci, located in a 
COQTtned warehouse to a rundown 
tcoion of Washin|pcon« D.C, fail* 
urt and rclcction hm been cbe 
norm. 

The rypictl student at City 
lights Is t l6'year-o!d war^I of ibe 
city who mds at ibe tbird^p^e 
levd and has experienced mulnple 
out-of-home placemen:! in, for in* 
stance, resideoriil tmtmtot fadU* 
ties, foster care, mental hospitals, 
or jiils. Many Students arc ditx- 
noscd as suffering from borderline 



or antisocial personality disorder, 
character disorder, or depression, 
and many are involved in crunlnal 
aoivity. Students are referred to 
Gty li^o from the courts, com* 
inunjty mental liealth centers, so- 
cial service >a£e.Acies, parole oS* 
cert, and, less o.^en, schools. By 
the time t younj^ster reaches Gty 
U^htt, he has exhausted cbe |ood* 
wiU of nearly everyone who has 
tried to help bits. 

Cty Lights is a prirate oonpro£( 
corporation developed as a direa 
outgrowth of a 1977 lawsuit 
brou^t a^nst the Discria of Co* 
lustbia on behalf of baadiapped 
wards of cbe D.C Department of 
Human Serrtces. Filed by cbe Chil* 
drcn's Defense Fund, cbe George- 
tows Juvenile Justice Clinic, and 
cbe Volunteer ARomv7's OSce, 
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the suit chiTirec ibu mxnj- %udi 
hta ipeni yexn in instituuoas sole* 
I}' bcciuse appropnite nomosntu* 
uotul cue w&s uoavjiUble. 

Afier Uic suit wu rtsolvrd the 
Children's Defeote Fund hired so- 
cul «>«fkef Judith Tolinich, cur* 
rentlr executive director of Cry 
LjCho. to develop s commuoiry. 
based treitmeai progrsia for emo- 
tioQLiUr um) eduCAUOOiUr kandt- 
cippcd youth. ImtiilJr the pro- 
gnm WIS funded by pnv»te gnAts 
tnd founditioos but n<^ is sup- 
ported mosdy by «oniul coaoaas 
with the Meotal Hcjltb Services 
Admloisuidoo and G»sxniuioa 
oa Social Services of the Dutiia of 
CoIujBbta. 

VhM O'ty Vthxt Offen thai tht 
studeots' prevkKu pUccffleots did 
oo< ts s total ibenpeutic and edu- 
catioaal ennrotxmeot. Each week* 
day students aneod City Ughu 
from 9:30 a.in. co 2:30 pjn. b the 
iDonuQf ihey^ anervd thrii dis> 
es— Enilish, tr>depeijdeiit lirit^ 
and math. After takifif a luisch 
break, each boxDcroons class meets 
with a teacher and soda] worker to 
discuss issues that aSect the froup. 
Later r the afteroooo. uudents 
atxeod rwo au>re acadesuc chutes 
and a physical educauoo class. 

The curriculuis used by the 
school is the Cofflpreheosire Com- 
petencies Profnm developed by 
the Rxntedi^tion and Tralninf In- 
stitute located in Vashiopoo. 
D.C The Cofflprehe&sire Compe- 
tencies Profna ts an intcpated 
coapurer-oanafed systeca of les- 
soos that are tau^t uainf different 
tnedlums. ioclodiof paper and 
pencil, coxsputer, fihnstiip, and 
cassene. The lessons ran^ in so- 
phistication froQ the noareader 
level to the coUe^ level and tn 
subfea matter from life skills, nxch 
as comparison shopping }ob 
bterriewiox skills, to basic r&ath, 
social studies, and readinjp. 

When a stiident enten the prt>- 
fnm, he ts assessed on a battery of 
staadardixed tests. Based oa.the 
resiilts, the Kbool staff an 
individualized education propam 
for him. During classes, each stu* 
dent works independently at his 



Hofpiul and Cotnmueity Piychiitrr 



own pace mhile a tescner provides 
supervision ani fuidance. Classes 
consist of eipnt to len stucents. 
Students roust achieve a score of 
80 percent correa on a computer* 
ised test in each curriculum area 
before aovin; to the next area. 
The school owns 1 2 persoisal coro* 
puten. , 

The foils of the procnm vary 
with the needs and abthty of each 
studenr. for some students the goal 
is rejoinlnf their family ar^ re- 
cumir^ to public school: for others 
the goal u passing the general 
equivalency diploma eraminadon 
or enrolling in vocational training: 
and for othen the goal ts develop- 
ing thej<jb and sodal skills oeces- 
siry to pin ah entry-level position 
in ^e workforce aru) live indepen- 
dently. 

Extncurriculu activities and 
field trips to museums ar^ the 
John F. Kennedy Center for the 
Performing Aru are acheduled 
regxilarly to expand the students* 
sources of confidence and pndc 
With the help of a volunteer classi- 
cal pianist, the students have 
forzaed a rhythm band and rock 
sinpng grogp. Students go horse- 
back riding regularly at a public 
stable and are uught ice skattng. 
tennis, ac-l swimnung by a recrea- 
tion therkpisL 

Developing coosisteocy and co- 
hesion in the students' usually cha- 
otic lives Is a major pan of treat- 
ment ax Cry Lights. Each student 
has a case manager on staff who 
works with the students family 
and the netwotk of professiooala 
involved with the student, such u 
his lawyer, physician, psychiatrist, 
parole officer, and social worker 
frt>m the Department of Human 
Service!. Further, the school Is a 
therapeutic mih'eu where consut* 
ent tnteractioas between staff and 
students promote students* healing 
and cmsL 

Each student participates In 
weekly individual or group thenpy 
with a social worker at Oiy Ltghu 
ora thenpist ouutde the program. 
Some students recerre both types 
of therspy, and some receive an 
thenpy u well The emphasis of 
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:r.erspy is on retitnps tnat undetite 
bensvior. here* and* no*' issues, de* 
Ciiioa nukin;;. and problem soil- 
ing. The msjor foal of individual 
couaseUng is to help studenu bu^ld 
self-esteem and generate life 
choices. 

Initially laany ne^ students can* 
aot tolente the intimacy required 
b thenpy and become defensive, 
nspicious. and silent in a then* 
pevtic encounter. Telephone- iher* 
apy has been found robe an effec* 
ove means of communicatiog with 
students who need to maintain a 
safe distance before developlag a 
trusting relationship. Staff usually 
ca3 these youngsten in the eve- 
ning. In the fint few calls they 
pnue the students for their ac- 
complishments during tWc school 
day.and eventually they are able to 
develop a therapeutic alliance that 
forms the basis for dnwbg the 
students into face-to>face thenpy. 

Since City Ughn opened in 
1982, a total of 30 snidenxs have 
graduated after an average soy of 
24 f&onths. The program's success 
caa be roeuured by the 90 percent 
ahrodaace rare, an aversge in- 
crease ia reading level of 1.5 
grades for every 100 hours of b* 
Itrvction, a voluntary dropout 
rate of only 7 percent, and b* 
creased stability withb naniral or 
foster famih'es. Even more impres- 
sive Is the faa that only 10 per* 
ccfit o( students have been re- 
turned to jails or hospitals. 

Each student costs the program 
apprtuumately S 1.1)0 a isonih, 
less than the cost of incarceration 
in a juvenile detention center 
<}30.0O0 annually) or placement in 
a residential treatment facility 
<I30.000 to }}0.000 annually). 

b addition ro the 30 full^e 
studeots u the O'ty lights day 
treatment programi, 20 studcats 
berweea the ages of 16 and 26 
pankipJte b the schooko-work 
trusitioa program called the 
Workv.«ce, which was beguu b 
198) with a three-year stan«up 
gnat from the US* Departmeat of 
Eduation. The srudeats work 20 
hours a week u paid employment 
and attend classes 20 hours a week 
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at toe Votkp{ac7. located eh(« 
mheit in tKe city. Alter a 60-4*7 
cvjJttiuoD period, the profna 
pUcei the inidents lO lobi tni 
providn » Ktwork of lupporxive 
servKek su:h u TocitioDil coutv 
lettns *Ad umi&irs, to lielp thea 
cope ifish tiie deiaiadi of worlaox 
and bccoisisx iadepcndeoL 

Cit7 Lifha empioys a tuU-tuse 
luff of 15, a pan-time^ joff of 
three, and lirte pijchUiric or p»T* 
cbok^pcil coosuJuntx. The fuU- 
ciar laS* coama of the executive 
director «ad fouodcf Judith To>- 
macb, school priocipal Bert 
L'^lomme. cUttkal direaor Aonle 
Brova, a iccretarri a £>ca] o5cer, 
a vocaooail couatclor, a recrei^ 
Doo chcnptu, and eifhi teschca 
and lodal votktn. The pan-tinv^ 
staff bdudet a p$ychutne mid cot 
(too Qilldre&'s Hospital Naactud 
MediaJ Ccfitct, who speodi one 
dar a week at Gty Lifhu ro pro- 
iride ihcrapr. pirchlitnc coiuulo- 
tioQ, and pharcucolopca] ire^> 
fseoL Assisting the txiS arc » '^rfc 
ftwp of v^uotrcfl, !aduoip< 
foiter grudpareots, and btxh 
tchoci *kd coUe^ student btertu. 
Their eoern <^d optiinltsa arc id- 



loinsc. M&. Tohaich uid. A 
memDcr intetracia} board of trvit- 
cei Mniei the propux 

Sta5 rumOYcr hu bceo lurpni- 
iflflj low coniidertojc the cnronie 
maoipuUtiveoeii and exploiive 
behavior of the itudenti. Stai, 
tribute their tenaciry to their ck>ie 
coUaboraoon with each other foi- 
rered bj the daily oeetxnp they 
hold CO discusi the uudesu* pr> 
freii and the bissonfMy proccu 
Xro«p cooduaed by r • ^ychol/^^t 
from the A. K. Rice izSte. The 
mvJdradtl itafs frak> dtscuuioa 
of racial issuei that arise ia the 
trcazxneM of aa aU>bUck mident 
body hu also contributed to staff 
cohesrrcoeu. 

But perhaps the mou isporoat 
reason that staff at Gty Lights say 
on is that they feci food about 
helping youcx people teczerinx on 
the brink of chrotuc zacotal illoeu 
or habitual oisainal activity to 
achieve their balance 

Fif mm inftrwutin sUnt Cir 
Lt'ihtu nmUtt Jniith TtlwMk^ 
A.CS,Xr^ ExKMthf Dirtrtft Ciij 
Uthts, 7 Stv Y9rk A0r»Mt, 
\Fsihini»$m, D.C 20002, 



November VoL37 No. II 



146 



[Youth Poucy, Dated Sept. 1986, Vol. 8, No. 9] 



Work-Study in the Inn^^ify^ 

Alternative education and Job training can work together 



scbooi tniantx. TTie project, olkd Oty lights: The 
Wortpboe, has a three-year 5fc and, without new rundini. 
win fold in Cctober. I987rBu:*Tlie W6r^)liicc nay 
dcscnre itpbcatk>a. Not oiJy is the program roectiM a real 
void in wcfk-study for iQncf<jty tiado. it^ also wcfl run 
.andcx«efridcnt 

Gty lights: The Workplace cxxnbines academic 
ftmedjatioo, group counseling and vocatiooaJ pUociDcnt in 
one program. The students spend roughly half their time in 
a Jeanung center and the other half on the job. Fourteen- 
and I S-ycar-olds, because of child hbor Jaws, work only 5 
houn a week; they spend 25 bows in school Some of the 
oJder students, however, spend about 25 hours a week on 
the job and 1 5 hours in school. 

Though funding wu provided by the US. Depart- 
ment of Educatkn*! OCTice of Special Education, the pilot 
project fa also ocHpoosortd by the Remediation and Train- 
ing Institute, which donated the use of itslea^i^ C^ter 
tte Washington, DXX Summer Youth Em^doyroent Pro- 
xnm, which arranged job placements, and the DXX Pub&c 
Scboob* Spedal Attendance branch, which itfcned 
snjdents to tht program. - - 

The most si^icant feaoire of Cr/ lights: The 
Workplace fa its integration of education and job training 
for inner<3ty teenagers. Vocationa] rehabilitation is 
stressed from the beginning; students have a job counselor 
on staff and are assigned jobs that, usually, correlate with 
their interests and provide them with some skiSs training. 
As for the education coippooeot, Gty Lights uses a prxy 
gram of remediation that fa fast beconing the most suc- 
cessful in its Held. - * » • .-.Y^r^ri- " 

llK Comprehensive Competencies Program fa an im- 
pressive system of oomputer-assfated instructioa, developed 
by the Remediatio n and Training Instimte in 1983 and 
now bemg marketed across the country. Oty U^ts was 
oneof the first sites to pilot CCP and is ooe of its original - 
success stories. FrincapiJ Bert Lliomme calls himself a 
^convert" to computer-tssfated instructioa When be was x 
teacher, be ays, there was a conflict between those who 
taught as "technicaans* and those who taught as "artists." 
•| oonsiicred myself an arti:^* says LHomme: 



Remediation and Truning Institute has donated the ok of 1 
its Learning Center and CCP equipment for the durstion 1 
of the project — ■ *A 

So far, the program appears to be successful Of hfa 30 1 
snidcnts, LUomme says, 25 wiU go b** to the pjibtic \ 
schoob thfa Septaaber with **upgraded basic skills nd a i 
positive job experience" behind them. Attendance for the 
learning center has been approximately 83^5 percent; job 
attendance rates are about 90 percent For chronic school 
truants, these figures are impressive. 

Oty Lights: The Workplace fa only 85 percent funded 
for the upcoming xhool year, which may be its last But 
over on New York Avenue, in a converted waithousc, th: 
original Gty Lights day treatment program has finally 
csub&shed some finandal stability for itself. Tlut program 
fa more psychoeducational less job^oriented than The> 
Workplace. It opened in 1983 in response to the BoA^D. 

Bonry lawsuit filed by the ChiWren^ Defense Ftnd in | 
1 977 on behalf of handxapped wards of the DC Depart , f 
mcnt of Human Services. At that time, there wis no J- 
community-based treatment program in Wishingtoo,^i) 
DC, outside of instimtioos, for emotionally dfamibedE 
•inncr-dty adokscents. Under the gmd-moc of-a social y 
worker named Judith T<^mach, Gty Lights was born. .| 

Various foundations provided fundiig for the pro- 
grains first year, when there were 10 students enroDed. 
Ha>nng demonstrated its success, Gty Lights fa nowfimd- 
ed by tuition contracts from the Dfatrict of Cohimbia*s 
Mental Health Servioes Adminfairatioo, the Cbmmssion 
on SociaJ Services and the D.C Public Schooh. These 
agencies refer young people->a!l of whom ha ve dtlKr been 
diagnosed as cmotiocally or mentally handicapped, delin- 
quent or neglected, or chronically truant-4o the prcfram.' 
Tlwe are now 30 shvtena 4t a time: the agencies pay Oty 
Lights aproxintstely $1 ,040 a month per chikl, substantial- 
ly less than the cost of instituticiul ooniioement in juvenile 
jaili, mental hospitals or resklentUl care^the only rJier 
options for City lights smdcnts. f . . 

Tohnach, now the executzvs director of Gty Ughts, 
has written that ber progrui enroQs *^adolesoents who 
have been wiinen off the schools as unteachable, by the ! 
juvenile justice system as intracubfe. and by the mental ^ 



"But when youVe ia^ jcbool^Jowntown^ hc.con--^l«altb 

teJt?!^'^ ^ 5^ ? *%}^ way. You Th^ ori^ Gty' Lights program uses the same CCP t 
havc tobceflwfflt And that's where CCP comes in. roetW of nanc&tkn that The Workplace uses. But tht 
^7}Q«nmeciam»thatbcrunshis$choolfor$!5aday ovenD approach at the new project Is less therapeutfcanc 
per studCTt, an amount which leaves little room for ineffi- more transitioMl The kids on New York Avenue 
cjcncy. Partncrshq»are the key to the program^ low cost LUomme says,-are emotionally dfaturbed Those st Th* 
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TooLaie?' 

"The .^J^ between tjes 16 and 22 art usually 
Svnda oCr by motal hohh and educatxn pi^ 
sridm as *too kte* for agniS' fot chanie. It B DOC 
prinof tfatt ntd of ioititDtionaliabQQ ^ jaik and 
oie&ttJ bocpiak) inottr precipitouJy at ^ 
wbea many youth tiie oanipoieotia^^ 
carfy atkriooeoce and fiS the cisptinea with raie and 
tn o]7portiii8Cy too 

OCtCQ ^^^^^ * 



^ JvdithTolmocKcaeutive director c/CUyUthts 
^: fromthtJMinmte/CBnk^atOdPxycMoty, 



Vndpboe have never been kfentified as vxiz but for 
socDC reason or another, they aren*t lotnt to sdiool, and 
tbeyYe m danaer of CiiJins m the transtioQ froo sdiool to 
worL 

*ThR s a jobi prograffl,* LlioauQc cmphasin. The 
Audestt are tneo cotry-Ievel jobt in wfaidi tbey can 
devcfop letl ddOL And the jobs are DOC, aa the (xnqpal 
say^ "make^voct* Students wort at BoysT Oubi^ 
S)r6bnries and local boqatak, for exao^ . - 
t • Anomberoftbestadeatshavebeencflferedpan-tiiae 
jooc as a resuft of |ood efaptoymeot recofds this sumaxr. 
Aquanetie Karfini; 14, for example; who worb at 
Bbcktm Cafeteria 00 the campus of HowanS Um^^ 
, has been oHM a job there thiifaa, every day from 4 to S 
* for MJOanboor./'.^:!*.."* — z 



I 



StiS, L'HoDone, and ochas Eke him, realise the 
[ i< < . iii 4 f y UMiftktioo between e du ca t ioc and cxDpioyxb& 
ty. The OCP method that Gty lithts uses focuses on an 
tndividuari potential lo catch up on his own. Leameis 
scheduk their own time, work at their own pace, and- 
reaSie speczfie foah when tfar/ master them themadves, 
without havim to wait for teachers to mark papen or 
skjwer students to catch t^x Much more respoosibatty for 
Seamins is placed with 'be studezRvr ~ " 

Why is there a oeed for Khoob £k& Gty L«hts? 
*SocDe kids doD*t make it in a school with 3,000 other 
students,* says Bert UHommf, *Ilie pabBc educaJoo 
system basicaSy c»s( one approach, and this doesn*t always 
work." - • i.-jCcc;^-'* 

LlIoGune dtes fifuns from rexareh cooductel at tht 
University of the Dittrict of Cohnnbia that shows ;hat 
10-15 percent of D.C pubSc school students should be i>i a 
spedaJ services profram. Only 2S percent actually are. 

*'Forty-four percent of the students in the D.C Pul^ 
Schools win drop out before they graduate,* LHornme 
notes. *We are raisins i MKu? of young pepsde to be 
unemployed and jailed.* 

But L*Homme knows that workicc with the pubfic 
school system is his propam^ only ru^ chance for a k»s- 
term fife. "Wc woukl, of course, ^er indepa)dent 
But we know that our job is to be art agent c< dangt 
within tSe community, not outside of iL* 

For alternative educators, often beset with expensive 
and poody-nm programs, the work-study efTorts at Gty 
Lights may provide hope for suocesi; . ■ 

• — , - * DandFUminz 



i 




''Some kids ^oh't 
make it in a school 
with 3,000 other 
students; The^.. 
public education 
system baskaUy 
uses one approach, 
.and tMs doesn^t 
always work,^*^ - ' 

—Bat L'Honvnt 
pmdpai t^tyUthts 
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No-Nonsense Remediation 

A new approach to basic skills instruction, the Comprehensive 
Competencies Program, is taking off 



After only 2 yon of widsspread use, the Comprehen- 
sive Co opcte nci B Propan has become the fastest sxow- 
int developraent in reiDedial edacalkxL The program, 
which uses sateof-thMrt technoiogy to teaeh hst^ ^vt^ 
was des«&cd in 1933 and xmpIoDented a year bter. 
Disscni'iation of the pfogram in 1985; and by the 
oxl cf June, 1986. thee were 158 CCP Learning Omtcfs 
in opentjoQ or being implemented across the country. 

The program ttses print, audiovisual and computer- 
based learninx materials to cover "academic 
compctricics* everything from ckroentajy readiij and 
arithmetic through high school arid introductory coQege- 
levei mathematics and humanities. "Functkxul compe ten- 
acf indude job getting and holding, consumer s^ 
citizenship, beahh, and oommunity ponicrpatiorL Instruc- 
tion, both by computer and pen-and-papcr, b 
individualized and self -directedL 

CCP was de^Tloped by the Remediation and Training 
Institute, vath Ford Foundation supfxxt. It integrates the 
most successful educational apprxaches developed owr the 
last sevr.al decades, including lessons learned frocn the 
educational programs of CETA and Job Oxps. The 
dissemioation of the program since 1984 has been 
phenomenal Learnxng Ctaters are now tn 28 states 2nd 
the District of Colum^ situated in prices where they art 



needed the most Three of five centers, for atampJe, art 
located ia poor noghborhoods where the unemployment 
rate BaboircIO percent 

OCP is used in regular secondary and post-secondary 
schools, adult basic education institutions and aIteTnati>t 
schools (Su Gty Lights in Washington, D.Q. It is also 
used by naiionalJy-nciworkcd community-based orgaiua- 
tions (Eke local Opportunities Industrialization Cin{crs.~ 
NaiJoral Urban League and SER: Jobs for Procress af- 
filiates and 70001 franchises). In addition, many local Job 
Training ftrtnersKp Act agencies and corrccixxial tnstiiu- 
lions are oow using the program. 

Gradegain rates for CCP learners are subsaniial Ac- 
cording ©the Remcdiatioo and Training Instimtc, which 
conducts an ongoing analysis of CCP use, snadcnts gained 
an average of l.Igndcs in reading in 31 hours of reading 
mstrucoonand I.6gradesinmathin28nuthins:ructiofa] 
hottrs. He cocnmonly-aoccpted success sundaid for most 
basic si* irtstnjcoon is one grade ievd gain in 100 hours cf 
mstructioa in a subject. Put this way. CCP learners gained ' 
an averap of 3.7 grades per 100 hours of reading instruc 
tioo and 5.1 grades per 100 hours of math instruction. ' 
Even the most disadvantaged learners had impressive grade 
pm raxesLacoordiQg to Remediation and Tralmng Inscftuie 
jfesearch. 



The program costs 
an average of $305 
per grade gain per^ 
student, half the 
cost of a year in 
public school The 
normal student, 
using CCP, gains a 
grade in every 27 
hours of reading 
instruction and 
every 20 hours ^ 
math instruction* 




ERLC 



bo 



149 



Qiancteristics of CCP Learaen 




/ Leer^sn ^^n* in 1996 




Sex 






liaU 






Fcnute 


57 




Ethnic iroup 






Whhe 


36 






45 






]j 
1* 




Anierican lodan 


1 




Afian . 


3 




Vuraly status 






Single parent 


24 




Lirjix alone or with friends 


19 




Man^ spouse present 


11 




Lmn{ with parents or relati>-es 


45 




Percent weeks worked last 3 months 






10 or more 


9 




3-9 


10 




}-2 


3 




0 


79 




Settios of CCP Learnios Centcn 




Ahemathre schook and adult education cenien 


25r» 


Katk>Dal cooununity-based orfanizations 




25 


JTPA asendcs/Jcb Oxps 




19 


Pott-seooAjary f fboob 




}2 


Secondary a;:d vocationa) public schoob 




11 


LocaJ community-based organizations 




6 


Prrrate sector and unions 




2 


Corrections institutions 




1 


—A 

Who b CCP targeted to? 






r^xer groups Percent cenien with 


Mnary students 






Secondary students 




54 


Dropouts • " • 




92 


Youni lash school mduatea 




52 


Older h4h school paduates 




54 


hsst-secondary studerts 




27 


Poor 




94 


UtmtedEfii&h 




20 


Kaadicapped > 




39 


Offenda 




51 


* Scfo parents 




62 


i Displaoed workers 




28 



Multi^Purposcs 

*CCP use era be initiated and supported under the 
JobTrainioc Ptfxneish«7 Act, vocatiocsal rehabibta- 
tioa vocatiQBal educaticn and unioa or employer job 
tninng. It can be pvt of state and kxal workf ire 
and wdfare efforts or Woct Incentive and Head Start 
profnms. It can be supported by aduh basic educi* 
tion, pubSc and prfrate seooodaiy and po^t-secondary 
school budgets and special fedenl and sute education 
protrams. CCP kan^ can be ftnanoed with corrcC' 
tioQsand mental beahh resources avails for com- 
munity or insdmtioQal tieatmenL Economic derdcp- 
ment, housmi and recreatioc\ profnuns provide other 
f und^ opdoQL Instniction cv*i also be supported by 
foundations, corporations and ^dividual sponsors, or 
deh'vered on a fee-for-servicc basis paid by (earners or 
P^^* Robert Tauart, director 

Remediation and Iraininz Institute 
from "CCP: A Summary** 



And students themsehres give the prosram high 
roarksL In a 1935 learner survey, fourTifL*is of respondents 
felt they were leamins faster with CCP than in thdr last 
regular school 

That alone would be reason enough for thoee «x)rking 
in remediatioQ or job training to look into CCP. ^t the 
program's co$t<ffective approach and businesslike 
crganiation is perhaps its biggest selUng point 

According to Robert Taggart, the director of the 
Remediation and Training Institute, the avarage cost of the 
program per instmctiooal hour was $13.09 per student in 
the first quarter of 19S5. This includes the considerable 
capita] costs of leamiog center equipment arxl software. A 
nonnal pubSc ichool, Taggart has written, usuaOy costs ap- 
proximately $&00 per hour of instructioa 

But if average grade level gain is computed into this, 
the comparisoQ tilts in the favor of CCP. In pub&c school, 
the *^xx7Dar student gains one grade in eadi sub^ :ach 
year, at a cost of $720. But at CCP, sa>^ Taggin. the nor- 
mal student guns one grade every 27 hours, in reading, and 
every 20 hours, in math, at an average cost of $305 per 
grade gain."- '< ' ^ v - - 

At its present growth rate, CCP may have aixjther 
too users by next year. 70001, for example, has just 
received a $275J(XX) grant from the Ford Fouodaooa to' 
assist its local programs in financing CCP Learning 
Centers^ Tlie orgamratinn reported that 70001 programs 
which had UKd the system hst year indicated that CCP 
had "^Rgmficantly mhanrrd their ability to provide 
academic remediatioa" And that evahatioc, coming from 
theiieid, is probably the best indicator of the program*! 

Fbr more informatioQ cd the Comprehensive CoO' 
petencies Program, contact Robert Taggart, Director, 
Remedzatica and Training Institute, 1521 16th St, NW. 
Washington, D.C 20036; (202) 667-609 1 . a 
David Fleming 
Sapttmbar 1936 17 



Lights of the City 



All thfO«th my aoraiat 
ciutes. witea 1 |Uoced «p just 
10 cuke tort i2ai the qtuct ia 
tfic loora wis a itsub of coo- 
ccatmcd wOft mher Uua cm* 
itipptRj. I kepi ca(chin| the 
eyes of different oodans «u< 
(jyiat tny fxe wilh perpkied 
eiprestiofls. Keiih, ta paruca* 
Ur. looked it >f it «tn takinf 
ail of hia effort to keep from 
' rvMtat over and njbNnf my 
face jgti R> see if the sunbom 
would Cooe off. Al(hca|h I 
had abtady coo«eied a banaje 
of qnoiiofls aboutbow U hap> 
pcaed. if It hurt, why I hadn't 
vted sefltan oit. (toaacthiat I 
aho kept asklag myseU), coo« 
ftfucQ wax uill eridcai. Aa 
with Buny ihints they needed 
10 have the expexicnee before 
ihey could have the eader* 
tiaaddii - and tjalockily wuh 
red'hoc tuaboni* I doubted 
tack would enr be i^c caae. 

Sitsitxxu like this, however. 
j«st seen) to lu{hlt|ht paraJ* 
kls betweca ay usdeau aad 
nyacU. In face my eatue ex* 
ittesce for the past eitbt 
moeuhi has bcea • qocst for . 
6«demafldin{ throcth expert* 
eacc. Before I joined the JVC. 
socDs very dose bkoii advised 
thai I dtdat need to cooplete* 
ly submerge myself ia a cul* 
t«re ia order to do positive 
woft withia H. They ssgtest* 
ed. b fact, thu I conusste dai* 
ly iiuo the ciiy. work iatease* 
ly wiUi orbaa youths, but re- 
torn home to my upper-' 
niddle <Uu rKighborhood be- 
fore <^irk, I disagreed. Thosgh 
rn :oAvinced that there are 

.% T good, dedicated leaehert 
u) Mrburbia. I cho&e (at 
k'eus a year) a differcat 



Toose aitd tfccs far have oo re- 
grets. Foe me to begin to oa- 
denuad my stadeats, I needed 
to make aa effon to oader* 
stand taetf eavirooniesL proa* 
titotes, drag ptisheis. and < 
roachea mclvded. 

Siace Sepccmter. I have beta 
working as a teacher at City 
Lights, a day treatmeot pro* 
gram for severely emotkmlly ^ 
disturbed adolescents. Initial* 
ly, I coasidered that the ume 
focndcd more like a Fowteeath 
Street bar than aa aJt^rtuttre 
high Khook bot the more I 
came to ondenund the pro- 
gram aad iu motitaiiaf val* 
eea, the .acre I appreciate the 
valge of iu ca^ie. Oty U^u 
Is a ptace of vancth and viuoo 
ccatered ia oos of Waihingtoo. 
D Cs wont oeighbcrboods. It 
is a progiaa where prenoosly 
. chrocuc tmaau tct a 95 percent 
atteadaace rate becaute Ibey 
like to cocae to school. Cuy 
Ughu b a staff of dedicated 
profcssioaaU willing to cater 
to the ladividea! (towth of 
each of iu thirty Students* 
And his » gtoep of troubled 
adoieaccttft who teach aa much 
as ihey are taog!^ 

Yet while these tnusms are 
(tpcrieaced on a more abstnct 
plaae. tba concrete realulea of 
City lights are not entirely 
differeai. Last week, we held a 




rose ia atatore from big youa- 
gta* to xadcfluc scholar. His 
exciumeai. for a Mcond. got 
the best of him* and he yelled 
In victory before the 'ain't 
oothteg* utitude reclaimed iu 
sopcrficial coccrol; for one af* 
temooa Andre was allowed to 
throw off the stigma of 
*uoobted yocth* and expert* 
eiKe lim place. As a witness 
to the evenL I shared Andre's 
exeltemeeL As hb teacher. I 
shared hb socceaa. During the 



tchod*w^ tpeUing'bee'IaTVnomenc'he'experieflced'vkto* 
which sU stadcnts had the op' ry. I too.' (el t as tf I .Vad won a 
(real prbe. Of course, the iro- 
pby weat i»)me with him. but 
I was the wicacss of a correa* 
ediajustke. 

At my JVC orientatioA. I 
made L*ie {aaae comment to one 
of my new houseautes Cut I'd 
•never really thoi'<;M much 
about social iusiJce before.' I 
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porttmity to compete both for 
iadivldoal prizes and (or a^ 
homeroom victory party. * 
Eliminatioas were fast aad fu- 
rious until only two studenu 
remained ia the competiu'oa. 
After (ony-flve minr ea of 
tee*saw spelling, Pam missed a 
word, aad Andre iamedtaiely 

755* 



consider ll fortgaate that she 
didn't bold it against me too 
much at the time, especially 
siace I havea*! thought about 
much else since. It b still dtf* 
Ticalt for rae to appreciate the 
(ull Impact o( those two 
words, but aa I watch the stu* 
deau at Gty Ughu stntggle 
so overcome issoes of someone 
else's making. I witness some 
sort o( justice prerttlmg. Dor* 
ing my Hrst week in ibe pro* 
gram, my Supervisor told me 
not to expoa to change all the 
students I worked with into 
Rhodes scholars. Instead, be 
told me to coftstder them as I 
wwld a pie wiihoo: sugar - 
sprinkling sweetener oa top 
would rw>t compensate for a 
lack of aa essential tngredicAi: 
the pie. as well as these 
youths, would never be quite 
righL Evca as optimistic and 



eaergetic as I wu back ia Sep- 
tember, the analogy left me 
with a pretty bleak view of 
things. 

Eight months of work have 
given me a ba of perspecuve. 
however, and the ptes I m con* 
sidcnng today are quite a bit 
different ihao the ones I 
looked at last fill: I realize 
that the sugar b missing, but 
some unique spices. Cool 
Whip, or a bit of Steve's ice 
aeam can help lo mask many 
flaws. The youths that I greet 
every mormng aad have come 
to care for so much have not 
beea treated fairly. Their lives 
have been much more demand* 
iftg than mme will ever be. aad 
they have missed oct oo niost 
of the positive, happy things 
that lUumiaate my chi' Stood 
me<Qories - this b the Injustice 
of poverty, ignorance, and 
need. 

Opportunity provides justice. 
At City UghU. the stndenU 
are given a chance to attempt. 
10 succeed, aad to fail. Their 
pasu bring them to the pro* 
grim, but tSe hope of a more 
posiu've future keeps them at* 
leading. They are allowed to 
experience Success* aad with 
their experiences come this un* 
detstaadinf that control of 
their Uvea U possible with the 
ngbt choices. 

Doona Gilse graduated 
la t9tt from toycla 
ColUge la Baltimore, 
Maryland. She llvrs aid 
works la WashlDgtoa, 
D.C. Donaa trachtS at 
City tlghtf a school for 
emotlOBahy disturbed 
aid dellaqseat adoles- 
ce ats. 
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"There Aio't Nobody on My Side"; A New Day Treatment Program 
' for Black Urban.Youth. 

Judith Tolmsch 
CiiyLighis 

Black, inner aiy, indizeni youth present clinicians with an array of psycho- 
logical, edu CGtional. social, economic, and behavioral problems that defy tradu 
tional treatment methods. City Lights b described asacomprehensive day treat- 
ment model that has the potential to succeed with high-risk youth. The program 
utilizes a self-paced computer-assisted education program within the context of 
a therapeutic comn.unity. Innovative strategies have been developed to accom- 
plish both academic remediation and emotional development. Academic com- 
petence is seen as an essential component of psychological weil-being. 

Key words: adolescents, black youth, day treatment, psychocducation prO' 
grvn, commumty*based care 



City Lithts is a new day treatment program in 
Washington, DC that enrolls adolescents who have 
been \^-Titten off by the schools as unteachable, by 
the juvenile justice system as intractable, and by the 
mental health system as untreatable. These are 
youth so successful at failure that they exhaust and 
discourage even the most idealistic among us who 
reach c«tt to them with hope and one more chance. 
Because L>ey f^il consistently at home, at school 
and at work, such youths are rapidly ir ^ving to per- 
manently dtsadvi staged status in our society 
(Gibbs, 19S4), 

City Lights is designed to withstand the assaults 
of troubled teenagers. I n fact, in the two years since 
it opened. City Lights has achieved an attendance 
rate of 90^, despite a population of chronic 
truants. This high attendaiKe rate, as well as the 
therapeulle and academic S^ns its high>rislc youth 
have achieved, are a result of the program's com- 
mitment to a simple concept: creating an environ- 
ment that guarantees the novelty of success to ex- 
pens at failure. 

Who are the Stndents? 

The students at Gty Lights, all of whom are 
black, bdigent adolescents from disorganized fam- 
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ilics is the District of Columbia, replicate the de- 
scription of "the deprived" in the Carnegie insti- 
tute's 1979 study of school dropouts: 

For these youth, a combinauon of povcny, inade- 
quate education, aod weak psychological re- 
sources results b a Lraay of busun aod sodal dis* 
aster: high rates of crinuiul activity, drug and 
alcohol addiction, chronic uncnploymect, phys* 
kal and meetal illness, depcadcsce on public wd* 
fare. a.nd tnstiiutioitaluatioa. Society currently 
spends large sums on ibese youth -co the police, 
the couru, jajb and prisons, and systems of proba* 
tion and parole; on drug abuse programs; and on 
other forms of suppon. The real costs of depnva- 
tion are innsuely greater. The threat to urban Ufe 
that Ues in the high rates of vi<^t street crime, 
much of it committed by deprived youth, the loss 
to the society of their potential contnbutions, are 
oaly the greatest of those hidden cosu... . (Car- 
negie Couscil on Pobcy Studies b Higher Educa- 
tion. 1979. p. 249) 

As Gibbs (I9W) reportedUn a plea for new initia- 
tives, '^taek youth in contemporary America can 
aptJy be described as an endangered spedes" (p. 6). 
She reports numerous da.*a that indicate that young 
blacks are worse off in the 1 980s with regard to em- 
ployment, delinquency, substance abuse, teenage 
pregnancy,andsuicidethantbeywereinthe 1960s. 
Despite the alarming social cost of such neglect, 
shrinking resources and weU*cntrenehed pessimism 
have resulted m few innovative attempts to allevi- 
ate the alienation of urban youth. The reluctance 
of mental health professionals to treat these adoles- 
cents can be attributed to the realization that such 
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youth c&nnot profit from clinical intervention 
alone; the "presenting problctn** t$ inextricably 
linked to the fanuly. the school, the commumty>- 
each of which is part of the problem and must be 
pan of the solution. Trcatmen t requires coIlabora> 
live efforts between professionals indif ferentdisd* 
pUiKs; the context of Ueatment must include iwt 
only the child and his fjunily, but the social system 
with whic'ii they interact. Extrinsic factors play a 
role as sisnificant in maintaininf the dysfunctional 
bcbaWor o f troubled adolescents as intrinsic devel> 
opmemal factors *ih€ persoD-centcred variables" 
(Kraft & Demaio. 1982; ^oos&Fuhr, 1982; Sdect 
Pand for the PromoUon of Child He&lth, 1981). 
Here is a case in point: 

Tcny» a iT^ycax'Old bUck oale was referred to 
Ctty Lithls by his parole officer while he was suQ 
in juvcflile deiection for his fourth crimtoal 
duifc, fendnt stolen goods. Previous ebartes tn- 
duded car thtft and breakict and entering. The 
second child bora to a teen-aged mothcri 'terry 
Uves in a household with his mother who is over- 
wbeiaed and exhausted by her troubles, four sib- 
Hap, his sister's infant daughter acd his mother's 
male companioD who is periodicaDy violent when 
divBk. Terry is of normal inteH'gence but reads at 
the third grade level due to infrequent school at- 
tesdioce and dtsnipUve beiuavior which led to 
pUces>ent in a special education resource room in 
Tiflh grade. Terry exhibiu a swaggering self- 
coofldence that crumpta b the dassroom when 
his inability to perform is revealed. His moods 
ahcnate from bravado to profotu»t udness m 
rapid succession. In addition. Tcrr/t fanuly tac- 
itly encourages his criminal pursuits which provide 
them with much-needed income. 

In tnany respects, black mbrji youth such as 
Teny mirror the chtracteristicf of a recently la- 
beled psychiatric entity, "the young idult chronic 
patient.** Bachrach (1984a) has described this 
growing population ts fragile with a marked Inabil- 
ity to cope with the demands of living, having poor 
funoional ad^ ~ ive slulls, an inability to form sta- 
ble relationships, and a multiplicity of symptoms 
that are exacerbated by frequent substance abuse 
(Bachiach. 1984a; Lamb, 1984). Further, such pa- 
lienu are demanding and manipulative indivi(*'ials 
whose presence engenders strong negative feel- 
ings-anger, icar, helplessness. Pepper, Kirshner, 
and Rygtewicz ( 1 98 1) indicate that such pat ienU are 
mired in the transition to adult life and therefore 
unable to master the tasks of separation and indi- 
viduation. It may seem premature to label City 
Lights students as "chronic,** yet the typical student 
at l5yearsofageha$ experienced at least three out- 
of*home placements (In residential treatmen;, fos- 
ter care, mental hospital, or jail). 



Certainly many troubled urban teenagers, such 
as those at City Lights, will gro\^ jp to swell the 
ranks of the adult chronically mentally ill popula* 
uon or the criminal justice system unless unique 
service proframs intercept their downward path. 
The findingsof a 1984 National instituteof Mental 
Health conference report support this gloomy pre- 
diction: *There is a heavy concentration of young 
adulU who are now at risk for chronic mental ill* 
nesses, which results in an appreciable increase in 
the absolute number of homeless mentally ill indi- 
viduak. Some part of the growth of the homeless 
mentally ill population also resuhs from the inade- 
quacies of the service system** (cited in Bachrach, 
1984b, p. 515). 

Tbe Origins 

Ciiy Lights was developed in response to a law- 
suit, Bobby D. v. Barry, (Bobby D. v. Barry, c.A. 
No. Misc. 16-17 DC Superior Court August, 
1980). In its recent report, UndaimedChUdren, the 
Children's Defense Fund (CDF) revealed a start- 
ling, nationwide absence of services for adolescents 
(Knitzer, 1982). Older adolescents, who compose 
the largest percentage of children in institutional 
care, simply ♦*mark i^me" until they can be 
transferred to adult mental hospitals or jails. 
COmmunity^based aftetcare programs to meet the 
needs of this age group are ^nearly nonexistent. 
Sadly, many of these children wou'd never have 
been instituu'onalized in the first place if compre- 
hensive programs had been available. The unneces- 
sary institutionalization of children becomes more 
ominous when linked to the President's Commis- 
- sionon Mental Heahh (1978) report that indicated 
blacks under the age of 18 are twice as likely to be 
adoutted to state and county mental hospitals as 
whites, *VDo are treated more often on an outpa* 
lient bisls. 

Because the practice of institutionalizing adoles- 
cents in placements as far away as TexaSi 
Massachusetu, and Florida had become so well- 
entrenched in the District of Columbia, CDF real- 
ized the need to go beyond legal remedies to ensure 
that these vuberable children receive alienutive, 
community-based care In Fcburary, 1981, as a 
continuation of its commitment to the Bobby D. 
children, CDF formulated a plan to esublish City 
Lighu to serve emou'onally disturbed children in a 
noninstilutional setting and to serve too as a cost- 
effective model that can be replicated in other 
localiUes. 

Oty LightSi which is housed in a convert.^ ware- 
house, enrolls youth for whom the treatment of 
choice has been residential treatment in a pastoral 
setting remote from tbe confusion and temptation 
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of bis dty Uf e «od equilly remote from the realities 
to which such youth return.* AU too frequently* 
such youth return to fimilies who have lost laterest 
la them* and to a dty that has no proframs- 
educatiooa], vocational, or residential -to bridge 
the gap between institution and independence. 

Initially, Oty Uihis did not receive »ny public 
sector contracts; skepticism about a program for 
disturbed adolescents that eschews locks and medi- 
cation forced us to underwrite our first year with 
revenue raised from 15 private foundations. The 
^Commissioner on Social Services and the DC City 
Council also provided strong suppon and $75,000 
in stait'Up funds. With I year of funding in the 
bank, Qty Lighu soUdted tuition*free referrals 
from various agendes, induding St. Elizabeths 
Hospital and the public schools. In a year's time, 
our track record with these ftrst 10 students earned 
pubbc contracts for 30 youth at a monthly rate of 
51040. Although this cost is high, it b far ^ than 
the cost of conrmement in juvenile detentio.1, men* 
tal hospitals, or residential treatment -the other 
options for City lights students. 

City Lights is a nonprofit corporation that is 
funded now by tuition contracts from the Distria 
of Columbia's Mental Health Services Administra- 
tion, the Commission on Soda] Services (responsi- 
ble for dehnquent and neglected youth) and the DC 
Public Schools. A student is refened to City Lights 
by a school, court, community mental health cen- 
ter, social service, or parole ofHcer. Studenu come 
with a variety of labels -borderline personality, 
antisocial personality, depression-but all have 
need of a total therapeutic environment: Over half 
of the current enrollment live with foster parents, 
the others live with a single parent, oMer siblings, 
or in a group home. The community-based treat- 
ment program serves 30 emotionally disturbed and 
ddinquent teenagers bet ween the ages of 12 and 22: 
it is the only psychoeducati o nal program in the Dis- 
trict for emotionally troubled teenagers over age 
17, a group that borders on the fringes of adult- 
hood and, usually, on the fringes of the mental 
health community's ^tention. 

More Than A School 

What kind of service program is successful with 
clients whose problems reflect an array of social, 
psychological, educational, vocational, and eco* 
nomic deficits? The bterature is conclusive in its 
suppon of cohesive, multidisciplmary comprehen- 
sive care (Hobbs, 1979; Knitzer, 19S2). Vet typi- 
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cally, troubled adolescenu who^are not institu- 
tionalized are offered a special education class- 
room and a referral to • community mental heaKh 
center for counseling. It b not surprising that such 
narrowly concdve<! Intervention faihtobreach the 
extensive fortress of failure that typifies, this.ppp-^ 
ulation. 

Gty Lights b more than a school and more than 
a school with additional dinical services. Because 
City Lights represents our studenis'"la$t chance" to 
turn away from failure, we are committed to meet- 
ing almost every need that arises; when we are not 
able to provide a required service (such as new eye- 
glasses, trombone losons, or an after-school job), 
we aa as advocates for our students in the commu- 
nity, and we teach them to become thdr own advo- 
cates, as well. 

Learvlng to Leani 

The typical student at City Lights b 16 years of 
age and has an average reading ability at the third 
grade levd. Such youth are prime candidates to be- 
come high school dropouts; many akeady have 
long careers as bard-core truants by the time they 
reach junior high school. Yet without the cognitive 
competency to read and compute, a successful 
adaptation to adulthood u unhkely (Hobbs & 
Robinson, 19S2). 

As an outgrowth of our belief that competence 
can change behavior through increased sdf- 
esteem, impulse control, and opponuniu'es forsuc- 
cess (Shore & Massino, 1979), the education pro- 
gram at City Lights b enriched by self-paced 
computer-assisted instruction; optical scanners 
conect lessons in 15 seconds allowing students to 
evaluate their own learning, control thdr rate of 
progress, and receive frequent ego*building 
affirmation. 

Commiued to convincing our rduaant students 
that they can leam. City Lights installed nine com- 
puters and the Conprehensive Competendes Pro- 
gram (CCP), an integrated curriculum of- paper 
and pencil lessons, software, cassettes, and film 
strips. Compiled from the most effective materiab 
developed for CETA and Job Corps, CCP b an 
elaborate system of teaching materials that offers 
instruction that begins at the nonreader levd and 
proceeds tocoUegelevd; UfeskiUs (such as compar* 
ison shopping, appUcation for food stamps, job in- 
terview skills) uught simultaneoudy with basic 
^ math, soda] studies, and reading; immediate posi- 
tive rdnforcement; objective evaluation of pro- 
gress; and finally the pride of instrumental 
mastery. 

For a student bke Terry who was described 
earlier, CCP provides instruction on how to obtain 
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a iocUl security card wntteo in third trade vocabu- 
laiy. The subject matter befits his Ue, the reading 
ieve! fits his ability, and the computer captures his 
interest. This unusual combination of factors b es- 
sential if studeais such as Terry are (o succeed at 
school. 

Althoufb CCP is an effective method for 
capturing the interest of reluctant students, its ef- 
feoiveoess is Uifely dependent on the therapeuu'c 
milieu that frames every aspea of a student's expe* 
rieooeatOtyUtbu. CCP ofTenaomapc formula 
for overcofflini academic deficits. If there is any 
m»pc, it is a trustiot rdaiionship that develops 
with painstaldof slowness between students, 
teachers, and dinidans. Such a relationship, based 
on mutual respect, understanding, and optimism 
can repair the damaged ego- always a prerequisite 
for learning (Rothoan, 1980). ^ 

Not Too Late 

The years between ages 16 and 22 are usually 
*VTitteQ off* by most mental health and cducau'on 
programs as *1oo late" for significant change. It is 
not surprising that rates of institutionalization 
jails and mental hospitals) inaease precipitously at 
this 1^ wh en mnny you th lose the omnipotem fan • 
tasies of early adolescence and fill the emptiness 
with rage and depression. Bdieving that Tate ado- 
lesceoce is an v,)portumty too often missed, the 
therapeutic milieu at City Lights is an edectic com- 
bination of strategics designed to fill a treatment 
void. 

Belinda* 19, wts bom u St. EHzabcths Hospital to 
a Kfaizophreak. mother who remaiaed Bcfioda'i le- 
p] fuardian despite her frequent bospitaliiatioos 
doriL^ which Belinda was placed with: a grand- 
oother, a na'thbor, and finally, a foster mother. 
When bcr foster mother died Behada became 
"mmanateable" aod wis teoporaiily" placed In 
la inpatient p«ycfalatiic unit where the suyed for 2 
years while another pUccoKst w&s sought. Behnda 
dung to the hope of rnumiag to her oother de- 
spite an adjudication of neglect requiring . 
ahcmative pUctmest. Fbully, because her behav- 
ior deteriorated, Belinda wu sent to a rtsldentiil 
treatment program In Florida where the suyed for 
3 years before coming 'o City lighu. 

Belinda comes to City Lights each day resistant 
and defumt. "You all don't care about me, nobody 
does. Ain^ nobody on my side." Realizing that her 
reluctance to cooperate reflecu a justified fear of 
trust, rielinda's case manager (her primary thera- 
pist) snd teacher meet with bcr each morning be- 
fore school. Using Redl's (1959) Life Space Inter- 
viewing technique, staff allow Belinda to express 



her anger and sadness; she receives empathy, help 
with understanding her feelings, and coaching on 
behavior— all before entering the classroom. «'uch 
brief and timely "meetings" are available to City 
Lights students at anytime, enabling fragile egos to 
borrow the strength they need to nuUce it through a 
school day. 

Sum of the Parts 

In addiu'on to therapy on demand. City Lights 
uses an eclectic approadi to treatment and to be- 
havior managemem. Individual therapy, group 
therapy, and family counseling are a part of every 
student's program, but these techniques are aug- 
mented by individually '^ckaged'* treatment plans 
to remediate specific developmental defldis. 

Mllica Therapy 

Many students are not "ready" for individual or 
group therapy when they enter the program. 
I>eeply distnutful of any human interaction, they 
resist attempts to reduce their protective defenses. 
We respect these defenses, realizing that only grad- 
ually can we hope to replace them with a realistic 
sdf-concepl. Because the total environment at City 
Lights is carefully planned to '|>rovide constant 
therapeutic la!eractions, treatment begins as soon 
as students enter the program-even if in4ividual 
therapy does cot begin for many months - or ever. 
Every transaction provides an experience that is 
trustworthy, consistent, and respectful. Over time 
this predicuble environment, in which communi- 
cdtion is dear, becomes a medium for heaijig. Stu> 
dents learn to trust the program as prdude to trust- 
ing individt*als within the program. Tbdr ultimate 
ability to function as independent young adults is 
preceded by a carefully nurtured dependence on re- 
liable caretakers -a criu'cal aspen of childhood 
th^ they were denied. 

Within the context of a therapetir'c miUeu, we 
use a variety of innovative strategies to kv*p attend- 
ance high and ep^es of success frequmt. 3e- 
cause we constantly try new methods of achiring 
these *oaIs, this list of techniques is not definitive. 

Music. A gospd singer and accomplished mu- 
sidan meets weekly with students to increase 
awareness of black culture, enhance vocal skills, 
and form a choir able to perform for conununity 
groups. 

Ice skating. A suff sodal worker who is also a 
professional skater teaches ice skating as a way of 
helping students acquire self<disdpline, delayed 
gratification, motor coordination, and cooper- 
ation with peers. 
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Tbtrtpealic ridlas. Lununs to nmter and 
control a horse helps students learn lo control 
themselves and lo antidpaie the consequences of 
behavior. 

Paid rmploymettt. All our students share a 
strong desire to earn money. Many are adept at ac< 
compUshing this through illegal means. Offenng 
students who make acadeni*«c and behavioral gains 
part^ime employment b potent motivation for 
growth. Students earn the right to attend school 
half*day— an important step toward inde* 
pcndence* 

Telepboae therapy. Individual therapy re> 
quires a degree of intimacy that is impossible for 
some students, causing unbearable anxiety- 
anxiety that is typically released through explosive 
behavior and profanity. Group thenpy is not a 
suitable substitute for individual therapy if Issues 
that need exploring are deeply private. Calling stu* 
dents on the telephone in the evening may not 
sound like a therapeutic technique, but it hi's pro* 
duced surprising results. Initial caUs are imper* 
sonal» just a touching base" along with ample 
doses of praise for the smallest achievement that 
occurred during the day. ^xause sutdents axe 
amazedthat an adult would *he phone to re- 
port something other than a ci - charge, these 
conversations haveled to ather. . eutic alliance and 
the eventual ability to tolerate face*to*face encoun- 
ters. An unexpected bonus of "telephone therapy" 
has been a new relationship with the parent an* 
swering the phone who is understandably wary of 
talking to anyone about her child, since past en* 
counters have been invariably negative. When a so- 
cial worker, says» "I want to talk with Andy about 
the good day he had at school,** there is a long u* 
lence o* disbelief. After several such calls, the par* 
ent who had refused to meet with us is willing to re- 
consider her decision. This sequence of events has 
enabled us to offer practical guidance to troubled, 
resistant parents, which in turn has led to signifl* 
cant changes in relationships within fanuhes 

Coamonlty coanections. Introduci. tu* 
dents to the positive faceu of urban Ufc is uiother 
aspect of our attempt to help black youth develop a 
different self*image. The social, cultural, and spir* 
itual programs offered by the cit/s black churches 
are explored in our leisure education program, 
which also includes Tae kwon do, physical (itness, 
tennis instruction, chess tournaments, and visits to 
museums and theatres. 

Blurred boundaries. An important underlying 
principleof our day treatment program is the belief 
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that education is therapeutic and therapy is educa* 
tion: therefore, the boundary between these two 
program components u intentionally blurred. For 
instance, class meeting, a daily part of the academic 
schedule, is a form of group therapy. A tutorial in 
the computer language LOGO, which allows stu* 
dent and teacher to «-ork and talk privately over a 
period of months, has many aspecu of individual 
therapy. Thb intentional absence of distinction be* 
twecn disaplines requires close collaboration and 
cohesion between educational staff and clinical 
staff. Daily 30-minute meetings to review each stu- 
dent's progress contnbute to this essential coh^ 
sion. In addition, all suff attend a biweekly proc* 
ess group led by an outside consultant (trained in 
tb^Bion-Tavistock technique) who assists usinun* 
covering the unspoken and unconscious feeUngt 
that inhibit cohesion. 

The Outcome 

Fewer than ten students have "graduated** from 
City Ughts m the 3 years that the school has been 
open. We are now In the process of developing an 
evaluation program that will measure both short* 
term changes and long*tenn outcomes with regard 
to institutionalization, ability to withstand crises, 
vocational history, and quality of life. Until the 
program's effectiveness has been confirmed by sta* 
tistical measures, we can make only modest claims 
of success. These include the program's abiUty to 
keep emotionally disturbed cLronic truants in 
school; reading and math levels that have increased 
an average of 1.5 grade levels In each school year, 
(a notable achievement for students whose records 
indicate many years of no progress at all): statility 
within natural and foster families that has dramat* 
ically reduced additional instituional placements; 
finally, the fact that oaly iO^ of our studenu have 
been returned to hospit&Is or jails; students who 
dropped out of their own accord comprise an 
equally low 7^. 

Although the resuhs c ! an objective evaluation 
will not be available for several years, we have dem* 
onstrated in our fust 3 years at City Ughu tbit 
troubled black adolesants who have learned to be 
distrustful, fearful, mean, and sullen can learn to 
change, to trust, and to believe in their ability to 
succeed. 

Rifrream 
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fYouTH PoucY, Dated November 1986, Vol. 8, No. 11) 



SiATE OF Youth 



Education 

1. AmoKins vnSl spend a toul of $278 8 tnlbon on cducauon thb ycu, in increase o( $15.4 btlbon 
from 1984. Nationil expendimrts for schoob and coUeses represent 6.7 percent of the gross niuonal 

product 

2. Spendinf for elemenury and secondary education will amount to $170 biIbon« inchxlins $14 biUxxi 
by private schools. Hisher education costs will be $108.8 bilbon, including $38.1 bilbon for pnvate 

institutions. 

3. Averts annua, expend) turt for each o( the approxiinaidy 40 milbon public school students in the 

United Sutes will be $4^03, up S.2 percent from 1984. 

Community CoUrges 

4. Between l9SSand 198S, the number o( two-year community coUeges has doubkd from 611 to 

IJ222, Eithty-sevcn perant arc public institutiMs, and 13 percent arc independent. 

5. In 1984-85, more than half of all ftnttime freshman (1.2 milliOQ students) attended two-year col- 
leses. Women and minorities were more WuHy to attend community coUeses than any other type of 

hishcf education imtituti^ 

Native Americans 

6. About half *he nation's 1.4 millbon bdians b>'e on reservatioRS. Thev laixJ hcrfdin^ total more 

than 53 million acres. 

7. Unemployment runs as hish as 70 percent on some reservations. One-quarter of the Indian 
wtykforoe ts scckins emplo>'ment, and 27 percent of the total Indian population lives below the poverty 

bnc 

Youth Employment 

8. 3.2 milbon 16* to 24-ycar-olds arc ofTidaUy out of work« nearly 38 percent of the nation's 
unemployed. 

9. Despite a declining teen population, over 100.000 mere teem were unemployed in June, 19S6 than 

in June, 1985. 

10. While 48 percent of wh^t^ teena^ are working, only 30 percent of Hispanic and 27 percent of 

bbd teens have jobs. 

Children in State Care 

11. In Califomia, the number of children pliced monthly in emergency shelter care increased from 560 
in 1981 U>3,280childxentn 1985. 



Sourca»: 

t, 2 and 3->Th« VS. 0«{>«rtm«nt ot Educattoo. C«nttf for Education Sutistlcs 4 tri AmtrtcAn AsiccutloA 
o( Convnunlty and Junior Coll«g«ft. 6 tnd 7— Th« D«p«rtm*nl of tht lnt*rtor, Bur««u of inaitn Attain. 6, 9 and 
\O^Youth Bmphynwit. Jun«. iMOu Kousa ol R*prt9«nut}v*t. S*l«ct ConvnittM on Chtfdrtn. 

Youth and Ftmliits. 
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Chairman Miller. Thank you. 
Mr. Davis. 

STATEMENT OF THOMAS L. DAVIS, MENTAL HEALTH PROGRAM 
MANAGER, ALEXANDRIA MENTAL HEALTH CENTER/CHIL- 
DREN'S SERVICES, ALEXANDRIA, LA 

Mr. Davis. Thank you, Mr. Chairman, Mr, Coats, and especially 
Mr. HoUoway, for inviting me to appear before your committee 
today. 

I come to you as a mental health practitioner working directly in 
the Community Mental Health Program in the largely rural area 
served by Alexandria Mental Health Center. Our children's service 
evolved from a chUd guidance center and survived as a distinct, 
specialized children's program despite demands on staff resources 
brought about by the growing needs of the chronically mentally ill 
adult population and by periodic state budget crises. 

From time to time, failure of statistical measures of cost and effi- 
ciency to recognize fully the additional professional time required 
by the multi-faceted nature of children s problems has made the 
struggle more difficult. The basis of our survival has been strong 
community relationships and a long-term local administrative com- 
mitment to the preventive value of a children's program. 

The strengths of our program lie in its development as a compre- 
hensive system encompassmg a range of service elements, instead 
of being limited to one specific element of outpatient services, and 
its long-term commitment to a philosophy of early inte vention and 
treatment of children and adolescents while keeping them in the 
community and in their own homes whenever possible. 

In treating the child in the community, focus has been on 
strengthening the natural support system present in the child's 
family and social environment. This approach involves extensive 
work with parents as well as schools and many other private and 
public resources. 

In addition to its outpatient programs, the center and local 
school system in Rapides Parish work cooperatively together in a 
school-based program serving severely emotionally disturbed chil- 
dren. As an adjunct to this program, the two agencies jointly spon- 
sor a therapeutic summer day camp for children enrolled in or 
under evaluation for the school program. Volunteers, local civic 
groups, and the local United Way contribute to the success of this 
program. 

The center also has a contracted six-bed community home for 
emotionally disturbed adolescent males, a program that invo^' 
the interface of the mental health center, tne contracting age 
the school system, and the vocf.tional rehabilitation agency, ne 
community home serves as an interim placement for reintegration of 
hospitalized youth back into the community and as a deterrent to 
hospitalissation for others. 

We have long identified the needs of children and families in our 
rural preas as a primary concern. While there are strengths in the 
rurri areas, including the independence and pride of mahy rural 
residents, as well as informal networks of support found in the ex- 
tended families, churches, and schools, there are also significant 
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barriers in delivery of services to troubled rural youth and their 
families. 

Availability of services in these areas is reduced as a result of 
the low population density, making it difficult to justify specialized 
programs, problems recruiting mental health and other profession- 
als and the vulnerability of contributions by local governments 
with poor tax bases. 

With the more specialized mental health services for children 
concentrated in relatively urban areas, there is a tendency for resi- 
dents of our rural areas to underutilize their proportionate share of 
services. This is a result of a number of factors, including transpor- 
tation problems, time lost from school or work, lack of awareness 
of the benefits and availability of services, and stigma regarding 
mental illness. Low wages and unemployment complicate the prob- 
lems. 

The distance has deterred systematic coordination of services just 
as it has created problems for families who need mental health 
services. This issue is currently being addressed on the State level 
through a broad-based effort at improving interagency coordination 
and developing a comprehensive community-based system of care, 
an initiative facilitated by funding through the Child and Adoles- 
cent Service System Program — CASSP. 

It is clear that the challenge promulgated through the CASSP 
initiative, that emotionally disturbed children have access to a 
comprehensive community-based system of care that is responsive 
to the needs of the child and the family, can never be met by 
mental health services alone. Rather it requires a combination of 
efforts of many agencies, advocacy groups, consumers. Government 
officials, and legislators, all joining in a coordinated and .effective 
manner to get the job done. 

Your membership on this co' >mittee is evidence of your commit- 
ment I am proud to be part the process as we work together for 
our children and their future. 

[Prepared statement of Thomas L. Davis follows:] 
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Prepared Statement of Thomas L. Davis, MSVV, Mental Health Progrvm Man- 
ager, Alexandria Mental Health Center/Children's Services, Alexandria, 
LA 

Thank you Kr. Chainun and Mr. Coats, and especially Mr. Hollovay, for 
Inviting loe to appear before your .'Osslttee today, to address the Isportant 
Issues of children':; cental health services. 

1 have been asked to share with you oy local perspective on children's 
eental health services In the largely rural Central Louisiana area served 
by Alexandria Mental Healch Center^ I vill identifv strengths of our progras, 
as well as problexss and barriers encountered In service delivery to our rural 
population. 1 cone to you as a xacntal health practitioner, havln worked 
for the past thirteen years directly In the cocaunity cental health progras 
In Central Louisiana. 

Alexandria Mental Health Center Is one of A5 full-tisc aental health 
Centers and A7 part-tijae outreach facilities fonaing a statc-*uide network 
of coscsunlty sental health cente*. programs directly operated by the 
Loulsiaaa Departxaeat of Health and fiuiaan Resources, Office of l^ental Health. 
These facilities, together with 55 contracted co&ounity programs and f jc 
state hospital-based programs operate as an interrelated system of services 
under the Department of Health and Human Resources. The comunity-based 
facilities and programs are administered through ten (10) state regions, vlth 
Alexandria Mental Health Center located In Region VI, consisting of B rural 
parishes In the Center of the State and comprising 72 of the State population. 
Alexandria, located In Rapides Parish, has a population of 56,000 and serves 
as the hub for commerce and medical and social services for the region. 
Alexandria Mental Health Center directly serves six parishes which total 
5137 square miles. The total population of the six parish area is 221,510, 
approximately 61X of which reside In Rapides Parish. 
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The Children's Service of Alexandria Mental Health Center, serving 
children and adolescents under 18. Is recognized as one of. If not the 
strongest children's prograa In the" State. Established In 1954. Initially 
as a Child Guidance Center. It actually preceded outpatient services for 
adults which were started by our local state hospital In 1959. Uter. both 
services vere placed under the auspices of the Corounity Mental Health 
Center, as these prograss were developed by the State. The current staff 
of the Mental Health Center Is coaposed of 8 adoinlstrativc and support 
personnel. 11.8 adult clinicians, and 6.-4 children clinicians. 

Alexandria has maintained an Intact, specialized Children's Mental 
Health Service In the face of Increasing denands on staff resources over 
the past 20 years, brought about by the growing needs of the chronically 
acntally 111 adult population and by periodic state budget crises. The 
survival of the progran as a specialized unit Is a result of strong 
coaounity relr.lonships and long-teno cocaiCDcnt on the part of adainistratlve 
personnel to children's progra=:s. Justifying "Children's programs has been 
on occasion particularly difficult when planners or legislators arbitrarily 
applied oeasures of cost and efficiency across .arious prograas without 
taking Into account what was required to achieve effective results aoong 
different client populations, in taental health services for children, work 
with the Identified child "patient" is just the tip of the Iceberg of 
interventions necessary to arrive at effective problea resolutions. For 
exanple "Bill" was referred to our Center by his pediatrician at eight years 
of age with complaints of hyperactivity. When we saw then, we learned that 
not only was bill hyperactive froo a oedlcal standpoint, but also that 
he. hZs Bother and younger brother were living In a snail trailer 
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without coaplete utilities, after having recently experlerced the loss 
of his father. Quite understandably, his aether was also depressed. 
Our Intervention has Involved treatoent of Bill, reguUr consultations with 
his classtooa teacher, and extensive wo.k with bis rsother. Including 
trcatDcnt of her depression, assistance In obtaining subsidized housing, 
education and counseling regarding ssanagesent of Bill's behavior, and 
assistance In obtaining the support of her extended faally In neetlng Bill's 
needs. We also put the eother In v jch with other cocaunity resources and 
consulted wlvh the local Boy's Club regarding how it could help Bill. Bill 
has rcsalncd In a regular classrooa setting, and his mother Is successfully 
coployed, no longer receiving public assistance. Tiie Center Is currently 
in the process of helping parents organize a support group for parents of 
hyperactive children. Bill's case Is Illustrative of the fact t!iat 
effective vork wit'.i children requires a cultl-faceted approach, involving 
parents, school, ^ a nyriad of other resources. The professional tlsse 
involved in providing these services Is not always apparent on statistical 
reports. 

Our adalnlstrative personnel in supporting the Children's Service prograa 
have oaintalned that it Is prevention at least at the secondary level, and 
contend that early intervention with troubled children and their fasilles 
can reap long tena benefits by alleviating or reducing ispalrcent in adult 
life, enabling individuals to becoae nore independent rnd productive ccaoers 
of their cosasunltles. Expanding the preventive concept further, one can 
speculate on the potential benefits to younger or yet unboi.i siblings as well 
as future ofrsprlng of troubled children as a result of the reduction or 
resolution of problens brought about by an early Intervention with the 
faslly. 
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The Children's Service bns been dcvelopec as a comprehensive systes 
encompassing a range of service eleaents, rather than being United to a 
specific eleoent of service. Currently In place are formalized prograias 
of outpntlent cental health services to children and their fanllles» 
consultation and education services to the cosrunlty, school-based con- 
sultation and treatcent services for severely caotionally disturbed 
children, a therapeutic sur::€r day cars? for cnocionally disturbed children, 
and a cos^nlty hose for esotlonally disturbed adolescent boys. 

Throughout the years, the Center has been c caitted to a philosophy 
of early intervention and trcatocnt of children and adolescents In the 
coisunity and In their ovm hoaes. Application of this philosophy was 
evidenced In the fact that the Region had the lowest per capita client 
population In the Gary W. lawsuit » whic> 'olved placcoent of children 
Id treataent facilities In Texas in the s and 70's. Clinical, . 

adalnlstratlve, and clerical ataff reaaaio coasitted to keeping children 
in their own hctDCS whenever possible. Psychiatric hospitalization Is 
considered only in th^. oost severe cases of eaotional disturbance. 
In f Isckl year 1985-86» two children znd seventeen adolescents were 
admitted to State hospitals at the .rccc=Dendation of the Children's Service. 
A total of 312 children vcre adsdtted to the Children's Service caseload 
during the sss>e tlxoc period. Sia additional adolescents froa the catch- 
BCnt area were adnittcd to state psychiatric hospitals without the recra- 
xDendation of the sental health center. 

In treating the child In the cc=sunity, our focus has been strengthening 
the natural support systea present in the child's faslly and social environ- 
ment. Parents are engaged In a partnership with the Center in all aspects 
of planning and service delivery, and In view of the fact that the school is 
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a significant part of the child's environment, contact is routinely 
Bude vith teachers and other school persons. For severely exsotionally 
disturbed children, the Children's Service and local school systeo work 
cooperatively together in a school-based treatment prograa. As an 
adjunct to this progras» the tvo agencies jointly sponsor a therapeutic 
susaer day caap lor children enrolled in or xjnder evaluation for the 
school progras. Volunti ers. local civic groups, and the local United 
Way also contribute to the success of these programs. 

On the State level, there has been active, broad-based support by a 
full range of state child service agencies and child advocacy groups, 
as veil as parents and concerned citizens for the developnent of a 
cosprehcnsive cosounity-based s^^ster. of care for emotionally disturbed 
children, this iatiative facilit ted by funding through the Child and 
Adolescent Service Systea prograa (CASSP). As part of this process, the 
Mental Bealtb Association of Louisiana and the Louisiana Alliance for 
the Mentally 111 arc cooperating in the development across the state of 
support groups for parents of children with eootional problei?s. 

Before looking at so&e of the problesis I have observed relative to 
the delivery of oental health services in our rural areas, I want to 
first point out that I aa not discounting the advantages of rural lifestyle. 
Residents of rural areas are often independent, proud, and patriotic people 
who try to instill these qualities in their children. There is often the 
presence of an extended faaily to provide support in tioc of need and to 
establish for the child a strong sense of identity. Also, in aany cases, 
the churches and schools fora infor^l networks of support in rural corri nities. 
However, it should not be overlooVed that there are troubled children out 
there, and that there arc unique difficulties and frustrations involved in 
serving then. 
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Generally speaking, the availability of varloua services Is reduced 
m the rural areas, as the low population density eakes It difficult to 
financially Justify oaay specialized prograas. This Is true for private 
as veil as public providers of service. Until recently, there were no 
private treatoent facilities available for children in our vicinity, 
and local psychiatrists routinely referred children to our center. In 
Dost of the rural areas, the only available option is referral to the 
Mental Health Center. Also recruiting cental health professionals in 
rural areas is very difficult, a problca coapounded by coaparatlvcly 
lov pay scales. Further, due to the poor tax base in cany rural areas, 
contributions by local govcrnacnts for cocrunity prosraas are adversely 
affected by poor econoalc conditions as well as by state budget reductions. 
For eacaaple, as a result of our state's current econonic problcas, which 
have resulted in sigaif leant budget cuts across our State agencies, 
aeveral local govemaents in our region who have cade saall contributions 
in support of cocaunity-based nental health services have been forced to 
withdraw these funds. 

With the acre specialized nental health services for children concentrated 
in relatively "urban" areas, there is a tendency for residents of rural 
parishes to under-utilize their proportionate share of services. Distance 
is a significant .irrier to utilization of services, because of lack of 
reliable transportation or any transportation at all, and because of tine 
loss froo work or school. Low wages and uneaployaent are conplicating 
factors. The distance has deterred systeaatic coordination of services, 
just as it has created problens for faallies who need cental health services. 
Further, residents of rural parishes tend tu be less aware of the enotional 
aspects of probleos and the benefits and availability of cental health services. 
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In soae areas, stlgaa regarding ocntal Illness prohibits persons from 
seeking needed help. Thoso factors coeblned result In very few self-referrals, 
acre skipped appolntDcnts, and poor follow-through vith trcatoent recosaenda- 
tlons. There Is a tendency aaong sooe child service agencies to delay 
referral to the cental health center until .ic child and faally are in a 
severe crisis because of the avarenejs of the burden placed on the 
faally In obtaining these services. The overall result Is that cany of 
these children arc unserved; others are underserved or not served In a 
tloely Banner. 

Our Mental Bealth Center staff has long identified Inprovlng services 
to eraotlonally disturbed children In the rural parishes as priority concern. 
However, osany of the sasjc harriers which have prevented rural residents frca 
utilizing urban resources have Interfered with delivering services to the 
rural Area. Two years ago, we allocated one clinician to work with 
children one day each week in a rural outreach clinic servinr three parishes 
separated froa us by poor roads and a large expanse of water. Also we hanre 
requested CASSP funding for a local denonst ration project which seeks to build 
on the strengths and existing resources In the rural parishes by developing 
a cocsrunlty-based systea of care that coablnes an Interagency sei-vlce net- 
vork with the strong, natural support networks fotmd In most rural coaaunltles. 
We have proposed that the school be the point of entry Into the systca and 
the locus for servlca coordination. We have been Inforracd that our proposal 
has recei'^ed P^er Review approval. 

While there have been indications of significant progress over the years 
In our efforts to loprove ocntal health services for our children, we still 
have a long way to go toward ocetlng the challenge promulgated through the 
CASSP Initiative that emotionally distu ' "d children have accesc to a 
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conprehensive cooasunity'based systea of care that is responsive to the needs 
of the child and the faaily. Ve are aware of &any deficiencies and needs thac 
cannot be net vith our present allocation of resources. It is clear chat the 
challenge can never be act by mental health services alone. Rather, it 
requires a coabinacio.i of sany agencies, advocacy groups, consuc»ers, govemsent 
officials and legislators, all joining in a coordinated and effective cianner 
to get the job done. Your netabership on this cocsiittee is evidence of your 
coaQ.'ttsent. X aa proud to be a part of this process as ve all work together 
for our children and their futures. 
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Chairman Milli Thank you. 
Mr. Feltman. 

STATEMENT OF RANDALL FELTMAN, PROGRAM MANAGER, CHIL- 
DREN'S SERVICES DEMONS': RATION PROJECT, VENTURA 
COUNTY MENTAL HEALTH SERVICES, VENTURA, CA 

Mr. Feltman. On behalf of the many people involved in this 
project in California, I thank you for this opportunity to share our 
experience and success. 

The Ventura Model is a new way of doing business for public 
mental health agencies and communities interested in helping 
their highest risk and most vulnerable children live independent 
and productive lives. Most important to our success, the Ventura 
Model unites advocates for better children's services with persons 
responsible for public agency cost containment. 

Ventura County, California, spent seven years developing this 
model comprehensive interagency children's mental health system. 
Ventura County's recognized success led to its selection in 1984 by 
the legislature as a demonstration project to develop and evaluate 
an innovative, comprehensive, local mental health system for chil- 
dren. A system of care is now defined and fully operational under 
the Ventura Model. It provides a planning mechanism that fosters 
continual modification and improvement. 

The Ventura Model has five important characteristics. Number 
one, the minimum client population is specified for the public 
sector. The target population is multi-problemed children and 
youth separated or at imminent risk of separation from their fami- 
lies who are identified as mentally disordered juvenile offenders, 
mentally disordered court dependents, seriously emotionally dis- 
turbed special education students, and State hospital candidates 
and residents. 

California's curi^nt financial liability for its 10,000 identified 
target population children exceeds $240 million annually in resi- 
dential and State hospital costs alone, and these children's experi- 
ence puts them at the highest riok of remaining public charges for 
their entire lives. 

The second characteristic: Family unity and local treatment are 
the primary gosils. It is in the public's best interest to keep high- 
risk children ir. their own homes and to maximize parental respon- 
sibility and treat them in their own communities. If removal is re- 
quired, local treatment maximizes family participation and mini- 
mizes length of stay in costly and restrictive residential facilities 
and hospitals. 

Three: The system provides alternatives to out-of-home place- 
ment and hospitalization. An effective system requires graduated 
levels which provide necessary and appropriate treatment in the 
least restrictive setting. A continuum also provides cost advantages 
since highly intrusive and restrictive care is more expensive. The 
Model's programs fill the gap between once-a-week office visits and 
hospital placement. 

The fourth characteristic: Mental health services are integrated 
*vith home, schools, juvenile justice, and social services environ- 
ments. Combining or blending agency expertise in resources to 
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treat the full range of problems that put a child at risk is more 
effective. Collaboration means the service needs of the whole child 
rather than parallel efforts by separate agencies to treat parts of a 
child's problem. 

Blending funds across agencies provides leverage for single 
agency sources of funds and increases program options. Thus, 
mental health services are integrated with social services, special 
education, and juvenile justice. Private sector involvement md par- 
ticipation is solicited, coordinated, and focused on public sector 
children. 

The final characteristic: Systems level evaluation analyzes the 
benefits for the child, family, and community and costs incurred by 
the public sector. The mental health data base monitors outcomes 
for the child over time and across agency environments. The effec- 
tiveness of all interagency programs is measured by the number of 
children who stay in or are returned to home and to public school, 
lower recidivism among juvenile offenders, and reductions in resi- 
dential placements and hospitalizations. Client costs for state hos- 
pital, AFDC/FC group homes, and residential nonpublic schools are 
reported. 

What are the results? The benefits of the Ventura Model, after 
18 months of operation, are dramatic. The project has lowered the 
rate at which children are separated from their family and is off- 
setting more than 50 percent of its costs through just short-term 
reductions in other recoverable state general fund expenditures. 

Specifically, Ventura County has reduced state hospital use to 25 
percent of its previous 1980-81 level, which is also 25 percent of the 
statewide average for children and youth. To date, annual savings 
average $428,000, offsetting 31 percent of the project's yearly cost. 

Two, since June of 1985, Ventura has reduced out-of-county, 
court-ordered juvenile justice and social service placements from 89 
to 48 children, a 46 percent reduction. 

Three, since the project began in 1985, AFDC/FC placement costs 
have declined 11 percent in Ve ;ura County, an annual savings of 
$226,000, offsetting 16 percent the project's cost. With statewide 
implementation, the projected savings in AFDC/FC costs alone 
would be $22 million. 

Four, in 1985/86, with the implementation of the Ventura Model, 
reincarceration of mentally disordered juvenile offenders was re- 
duced 47 percent, a potential savings of $385,500. 

Jive, Ventura County currently has only four handicapped spe- 
cial education pupils placed pursuant to Public Law 94-142 in resi- 
dential nonpublic scL '^l placement. This is 20 percent of the state- 
wide average. This difference in public sector costs between Ven- 
tura County and the statewide average equals $480,000 per year. 
These results demonstrate concrete and measurable advantages to 
both the child and the taxpayer. 

In closing, the hope and request of Ventura County is that this 
committee would consider action to add funding to CASSP for five 
to ten regionally distributed local mental health service demonstra- 
tion projects throughout the country and tie them together with 
technical assistance and evaluation. This could show for the other 
stiites and the nation what Ventura County has demonstrated in 
California. Lrocal mental health services integrated and in partner- 
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ship with special education, juvenile justice, social services, and the 
private sector, make a life-shaping positive difference in the lives of 
children and pay for a large part of their cost by reductions in hos- 
pital and residential care. 
Thank you. 

[Prepared statement of Randall Feltman follows:] 
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Prepared Statement of Randall Feltman, MSW, Project Manager, Children's 
Services Demonstration Project, Ventura County Mental Health Services, 
Ventura, CA 

The Ventura Model is a new way of doing business for public mental health agencies 
and communities interested m helping their highest risk and most vulnerable children live 
independent and productive lives. The Model builds on the Community Mental Health ServK«.> 
Act signed by President Kennedy. It adds what we have learned m the past 25 years and 
clearly focuses public policy and planning on the future as we look toward th: year 2000. 
Most important to our success, the Ventura Model unites advocates of better children's 
services with persons responsible for public agency cost containment. 

Ventura County. California spent seven years developing this model comprehensive inter- 
agency children's mental health system. In 1980. during the difficult post-Proposition 13 
period in California, local initiative and leadership came from a newly elected Board of 
Supervisors member, Su'»an Lacey. and a Juvenile Court Judge. Steven Stone, who sought 
better, more efficient ways of delivering necessary public services to Ventura's children. 

Ventura County's recognized success toward this goal lead to its selection in 1984 b> 
the Legislature (AB3920 by Assemblywoman Cathie Wright) as a demonstration project to 
develop and evaluate an innovative, comprehensive local childt n's mental health system. 
Assemblywoman Wright's goal was to improve inadequate and diffuse, independent, agency- 
oriented, unaccountable children's mental health programs. Assemblyman Bruce Uronzan 
joined Assemblywoman Wright m a powerful bipartisan coalition of support. The Project ha^ 
been extended into its third year with the signing of AB 66 by Governor Deukmejian. 

A system of care is fully defined and operational under the Ventura Model. It provides 
a planning mechanism thai fosters continual modification and improvemeni. The podticai 
support for the Ventura Model across California is strong, unprecedented for a mental 
health service, and intensifying. AB377 (Wright and Bronzan) underscores ihis support a 
It seeks to expand the Veniura Model throughout California. It ha^ passed the California 
AssembI) and is piogressing well through the Senate toward the Cuvcrnui's desk m August 
Wc have every indication he will sign it if given the opportunity. 
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The Ventura Model ha five imporiani characteristics: 

J. THE MINIMUM CLIENT POPULATION IS SPECIFIED FOR THE PUBLIC SECTOR. 
Treatment is not given on a 'first come, first served,* basis. Instead, the targft 
poputatton n muUt-probtem children and youth icparatcd or at im*nineiii mk o/ ieparation 
from their J^mtlifs who arc tdctw/tcd ai mduaih diiordcrcd jurtmU of/cnden mtniath 
dtlordfrcd court dfptndcn{% itnouilv fmotionatt} dtiturbcd i^^nat cdncation uujfttti* aud 
state hcspttai candtdaits and ratdcnti When removed from their families, the State often 
has legal responsibility for, and physical custody of, these chilJren. California's 
financial liability for its 10,000 identified target population children exceeds S240 million 
annually in residential and state hospital costs, not including local mental health costs. 
These children*s experience also puts (hem at at the highest risk of remaining public charges 
for their entire lives. 

2. FAMILY UNITY AND LOCAL TREATMENT ARE THE PRIMARY COALS. 
It is in the public » U*si interest to keep high nsk children in their own homes to maximite 
parental responsibility, and treat ihcm m their own communities. If removal is required, 
local treat.nent minimizes length of stay m 4.ustl> and restrictive residential facilities and 
hospitals. Thus, home-boicd and l<Kat prosrann protidc maxtmum support to the Jamit}.or 
if separated, returns the ehitd to the /o*.n/r as soon a$ possible, 

J, THE SYSTEM PROVIDES ALTERNATE ES TO OUT OF HOME PLACEMENT AND 
HOSPI7ALIZATION. 

An effective treatment system requires graduated levels whuh provide necessary and apprw 
priate, least intrusive treatment, in the least restrictive setting. A continuum of 
service also provides cost adontages stni.c highly mtruStve and restrictive i.are is more 
expensive A child's state hospital bed kosts S95.000 per year. Residential i-are «.osts 
between $25,000 and $50,000 per year The Mudel s programs fill the gap t^ct^ikccn oni.e a 
week office visits and hospital piakCmcni 4U I entura Cuunn chttdreti wuh puhtn 
Aj^rm t anoin^nteni mtJ 01 »«»^ oj out uj honu placcmcm are ureenrJ bt ItKai ntcntai hcttith 
and linked ^tth appropnate ttau tntrumi trctiimem tn the lean reitrutne iettum 
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4, MENTAL HEALTH SERVICES ARE INTEGRATED WITH HOME, SCHOOLS, Jt\ EML^ 
JUSTICE, AND SOCIAL SERVICE ENVIRONMENTS. 

Combinint or blending agency expertise and resources to treat the full r» .^e of proui«m> thai 

put the child at risk i$ more cfrcctive Collaboration meets the service needs vt thi 

'whole' child, rather than parallel efforts b> separate ageneies to treat parts of a child's 

problem. Blending funds across agencies provides leverage for single agency sources (und^ 

and increases program options Thin mtnial health s<rvten arc integrated wtth tociat 

ser¥tet$. tptctat education, and Jttremle juutee Alt new programi blend serriees. naff. 

and /undtttg aeross agenctei, Pcraltet terticei art eUmtnated and the reiutt a a (ommuntn- 

based* mlegrated. tnteragenfy comtmatm of ierrtt^. Written, formal interagency agrc€m>.m* 

provide elear exptaationi m alt anai between ageneie%. Private sector imoltemem end 

parttctpation is solicited, cocrdtnated, and focused on publtc sector children. 

$. SYSTEMS LEVEL EVALUATION ANALYZES BE ;EFITS FOR THE CHILD, FAMILY, 
AND COMMUNITY. AND COSTS INCURRED BY Tl E PUBLIC SECTOR, 

Community based programs should provide higher client benefits and significanUy reduce 

residential and hospital costs. Thus, the mental health oata base monitors outcomes for a 

child over time and across interagency environments. The effectiveness of all mteragenw^ 

programs is also measured bv the number of children who stay in or are returned tv the h\;fnc 

and public school, lower recidi«<)m amung juvenile offcriders, and reductions in residential 

placements and hospitalizations Ticni vous for the state hospital, AFDC-fC group homes. 

and residential non>pubUc schools are reported. 

WHAT ARE THE RESULTS? 

The benefit of the Ventura Model and (he local mental health services provided is 

shown in the results prc««ntcd m i^ur most recent report after 1 8 months of uperaiivn The 

results are dramatic The Project has lu^crcd the rate at which whildr-^n arc separated 

from their family and enabled th^m tn* tciuin to their home and pubiu school suunci 

Moreovei. the Project is offsetting muic than 50^^ of its costs through just sh<jrt'tefm 

reductions in other recoverable state general fund expenditures 
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1 Vcniur? Councy has reduced siaie hospital use to 25% of tis previous 1980-81 level 
whieh is also 25% of the siaicwidc average for ehildren and youth. To date, the annual 
savings average $428,000, offsetting 31% of the Project's yearly eost. California 

could save about S17 million a year in state hospital costs with the Ventura Model. 

2 Since June 1985. Ventura has reduced out-of-county. court ordered juvenile justice and 
social services placements from 89 to 48 children, a 46% reduc*'On. 

3 Since 1978, aFDC-FC payments for court ordered placements tn residential facilities 
have increased steadily in California and Ventura County b> |5% per year. However, 
since the Project began in 1985. placements have declined 11% in Ventura County (an 
annual savings of 5226,000) offsetting |6% of the Project's cr,t. With ongoing 
refinements in the system of care, additional sav.-gs will be reported in the upcoming 
two /ear report. With statewide implementation, the i ojecied savings m aFDC-FC costs 
would be about $22,000,000. 

4. In 1983-84. prior to the Project, Ventura County spen*. oased on the daily rate, about 
$815,800 on reincarcerations for 140 juveniles who reoffended after being 
incarcerated in Colston Youth Center. In 1985-86, with the implementation Oi ."le 
Ventura Model, reincarcerations were reduced 47%. a potential County savings m 
$385,500. TTif rfSuUs suggest that treatment can reduce rectdiusm. an important 
social goal, and one wtth a long term impact on the need to construct juvenile 
deientlon facilities, and eventually adult prisons. 

5 Ven tura County currently has 4 handicapped special e.iucation pupils placed pursuant to 
an Individual Education Plan in a residential, non-public school placement. This is 
20% of the statewide average of 20. The average statw\Mde cost per placement is 
$30,000. The difference m public sector costs betv^een Ventura County and the 
statewide average of 16 placements equals $480,000 per >car. 

These results demonstrate concrete and measurable advantages to th'' hitd and taxpaver. 
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Th. committee has been provided with a copy of our most recent IS month report, our 
written interagency agreements, and other project materials. In addition ^e haw. provtvlcd 
copies of AB3920. AB66 and AB377. 

In closing, the hope and request of Ventura County is that this committee would support 
the Child and Adolescent Services System Project of the National Institute of Mcnul H..ai(h 
(CaSSP). If Congress would add funding for five to ten regionally distributed •x«cat menu, 
health service demonstration projects throughout the country and tie them togx her ^ h 
technical assistance and evaluation we could show for other States and the Nation ^hat 
Ventura County has demonstrated in California. Local Mental Health Services, integrated 
:ind m partnership with special education, juvenile justice, social services and the 
private sector make a life^shaping positive difference in the lives of children and pav for 
a large part of their cost by reductions in hospital and residential costs. 
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Chairman Miller. Thank you. 
Ms. Shanley. 

STATEMENT OF JUDITH A. SHANLEY, ASSIST \NT COMMISSIONER, 
ERIE COUNTY DEPARTMENT OF MENTAL HEALTH, BUFFALO, NY 

Ms. Shanley. My name is Judy Shanley. I am the assistant com- 
missioner of the Erie County Department of Mental Health, which 
is in Buffalo, New York. I am an agent of government. I am the 
bureaucracy. 

The focus of my testimony then will be more on the planning, 
organisation, and financing of children's services by this local gov- 
ernmental unit in the State of New York. 

Given some of the estimate of need factors that were identified 
in the earlier panel, we figure there are some 275,000 adolescents 
in Erie County 18 years of age or less and, of that, some 28,000 are 
apt to be in need of mental health services annually. In 1986, we 
served somo 6,000 children. 

The prevalent rationalization for the failure of the mental health 
system to meet estimated need has been the level of service avail- 
ability provided through other auspices such as the Department of 
Social Services, Division for Youth, education systems, and family 
court. Mental health planners must be more exact in defining the 
numbers and kinds of children in specific need of services. 

Children's Services as a component of the mental health service 
system in Erie County currently has a waiting list of some 600 chil- 
dren for outpatient mental health services. A period of one to two 
months on a waiting list before entrance to service is to be expect- 
ed. Whereas several years ago the pre^'ominant source of referral 
for xnenta! health services came f.;om schools and pediatricians, 
today the most frequent sources of referral are the Department of 
Social Services and the court sj^tems. 

There is no acute care, psychiatric, inpatient unit for children in 
Erie County. The long-term unit operated by the state serves eight 
western New York counties, has a certified capacity of 56, and has 
had an average census closer to 75 for most of this j'ear. 

The lack of sufficient capacity in outpatient programs results in 
the children on waiting lists deteriorathjg between the ti^ne of re- 
ferral and the time of admission to care. The lack of inpatient ca- 
pacity results in the admission of seriously mentally ill children to 
pediatric units or to adult psychiatric units, neither of which are a 
suitable treatment environment for thbso children. 

Recent data in Erie County suggest that we will have twotold 
increase from 1986 to 1987 in the number of children under IS' 
who present fo- psychiatric admission at the emergency room of 
our county hospital when there is no unit there for them. The 
increase is from 157 for the total year of 1936 to 164 in the 
first six months of 1987. This extraordinary increase in demand for 
the highest level of care for children is neither well anticipated nor 
well understood in our County Hall.. The degree of alarm felt was 
caused only by the degree of frustration at ou. incapacity to con- 
duct real analysis and achieve real understanding of what is going 
on. 
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I would like to look at some system issues that we suggest are 
causing this new wave of children seeking hospitalization. The last 
decade has seen a significant thrust in social policy based on the 
premise that children should remain in their natural settings, both 
school and home. We support that thrust. 

One of the impacts of the Child Welfare Reform Act in Erie 
C!ounty is a 30 percent reduction in foster care placements. The 
children being placed are more severely disabled and more apt to 
require institutional care rather than residential care. 

The preventive programs financed by the Department of Social 
Services primarily intend to prevent fos^^r care placement, not 
mental illness. The resultant focus by che Department of Social 
Services on open and founded cases ofi/an seriously cui*tails a child's 
continued care in the mental health prc^rams. 

The entrance of PINS Diversion in New York State, which is the 
family court placement of children in need of supervision, has re- 
sulted in a real press away from taking kids out of their hom.es and 
away from their families, with the expectation that mental health 
services can impact on the problems of these children and their 
d3rsfunctional families. This program in its first three years in New 
York State did not require the involvement of the mental health 
programs and the mental health system. 

The meiital retardation developmental disability system has also 
tightened the admission criteria to its system, again removing a 
previous resource for children in need of service, a particular prob- 
lem m Erie County that has resulted from the transfer of New 
York City juveniles into Erie County Division for Youth facilities 
and has reduced even further the number and range of potential 
placement options for children. 

These policy changes in other areas of the children's service 
sector were not planned in cooperation with the mental health 
sector such that we could be prepared for the kinds of children and 
their unique needs, much less have in place the needed treatment 
options. 

In some ivays we are mirroring what we did with the chronically 
mentally ill When we deinstitutionalized in the late 1960's and 
early 1970's. We are taking people out of one system before we 
have really put in place what we know are the preferred options. 
This must be coupled with the increasingly sophisticated citizen 
demand for due process an J full substantiation of allegations in the 
legal processes of family court, probation, social services, school 
systems. 

All this leads to an increasing demand on he mental health 
system, which has no mandated cnteria for wl should be served. 
Our largest children's treatment service provider has an active 
case load of 900 children With their involvement in terms of social 
services and serving sexually abused children, their caseload of 
900 is almost one third sexual abuse/sexual assault cases. The re- 
lated court time required has increased four times from last y^^ar 
in terms of the amount of t:me that cl^xiicians are spendinf in 
court giving expert testimony as we end up with a legal ciystem 
that is very, very fast learning how to protect perpetrators. 

The profile of these children shows that they are younger, more 
violent, and more disturbed. I hear again the echo from Erie 
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County of all of th .^ other areas of this country that we have heard 
from today. They are more likely to be suicidal, more likely to be 
involved with alcohol and drugs, and they are more likely to come 
from single-parent families. 

While single-parent families constitute 24 percent of the family 
units in Erie County today, they represent 70 percent of the peti- 
tioners to family court. These children and their families are more 
likely to need more intensive clinical services and need to be 
served by several agencies at one time. This demands more coordi- 
nation of services. Children and their families are more likely to 
miss appointments, not engage in the treatment plan regimen, and 
are more likely to drop out of care. If they drop out of care, they 
are more likely to surface again shortly in either the same s'jctor 
or another sector of the children's service world. 

The uncoordinated involvement of these multiple sectors in pro- 
viding service to children must be considered a principal cause of 
the ineffective, discontinuous, unresponsive care to the children 
and is anathema to the meaning of the word "system." 

At the direct care level, the various sector operate in such inde- 
pendence and isolation from each other that nobody, nci the psy- 
chiatrist or the social worker, nor the teacher, nor the probation 
officer, least of all the poor parent, can put it together in a way 
that brings the extraordinary public resources available to bear 
on the whole child and his or her problems. 

The expected outcome of the human service institutions, what 
they consider a succ^s, can be different, depending on which sector 
ihe child entered. Where the Department of Social Ser\ice2 wants 
to prevent placement and to close an abuse or & .xual assault case, 
Mental Health wants to keep that case open to work with the child 
to assure resolution of interpersonal issues and maximize the po- 
tential that that child could develop into an adult able to have re- 
lationships. 

Whereas Probation is focused on dismissing a petition by parents 
to remove children from the home. Mental Health is focused on 
identifying amd addressing the family dynamics that led parents to 
that degree of powerleosness that court action was the only re- 
source they saw to help them out. 

In some of the areas of greatest unmet need there is administra- 
tive chaos and very significant expenditure of public dollars in the 
aggregate. Currently, the duplicative expenditure on assessment 
alone can result in children being assessed by all of these different 
systems. There is no comprehensive, integrated method for assess- 
ment that looks holisticaJly at the child as a single system, that 
has social, familial, educational, and psychiatric oroblems. 

The specialized sources of authority for the different children's 
service sectors make integration of service planning at an individ- 
ual or systems level not possible in any real way. There is no man- 
agement information system that tracks the highly troubled youth 
and families SiS they are processed through multiple sectors. 

The attention to the confidentiality issues and the desire to not 
have a child's record follow them into adulthood becomes a true 
barrier to continuity of care yet remains an ethical dilemma. In 
Erie Countv, we attempted to address this diversity of auspice by 
establishing the Erie County Child Mental Health Consortium 
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made up of all major stakeholders in services to children, from vol- 
untary, government, health, education, courts, and social services. 
The xJommissioner of Mental Health has specifically delegated a 
systemwide planning role to this body. The other auspices have not 
delegated similar planning authority and responsibility to the con- 
sortium. Hence, the capacity to assure implementation of plans by 
all service sectors has not been realized. 

I have begun to introduce the next topic of my testimony, and 
that is the organization of children's mental health services. The 
capacity to pull together these disparate auspices on behalf of chil- 
dren currently rests with the personal capacities of skilled clini- 
cians or particularly innovative Government officials. There is no 
system design directed at the comprehensive needs of children and 
the modular elements of service that need to be brought in and out 
as the intervention process occurs. 

Tne failure to reconcile the competing concerns of the various 
sectors involved in children's services results in a level of fragmen- 
tation, or duplication or unmet needs, or unsuccessful outcomes 
that cannot even be measured as we try to observe the current way 
we do business. 

There is a consensus in many parts of New York State and Erio 
County that the childn^n's mental health system must design a 
comprehensive assessment tool and establish referral policies and 
practice to assure clear identification of needs and access to a full 
range of services. The use by children's mental health needs of the 
other than mental health sectors must be carefully integrated, and 
a management information system with a child tracking capacity 
should be present. We suggest that a central entry point be used 
for children in the community needi..g mental health services, as 
identified by the various other sectors. 

The attempt to address children's mental health services cannot 
occur in isolation or as a response to a new wave demand without 
integrating these other sectors. The cour^cy departments of mental 
health, social services, and division for youth are responsible for co- 
ordinating services across 33 school districts in Erie County alone. 
Flexibility exists at the county level to organize and arrange serv- 
ices that are responsive to unique needs of children in communities 
within Erie County while being coi^sistent with state man^^tes. 

It is possible at this local level to identify and propose resolution 
of tht apparent conflicts, inconsistencies, gaps, and areas of dupli- 
cation. A source of authority that charges localities to complete 
this management job is necessary. There must be a delegation and 
a source of authority. There must be a way of balancing the man- 
date of social servue law with the mandate of family court law, 
with the mandates of education law to the best interests of a child 
in a manner that fits a particular community. 

ChUdren spend six hours per day in the school. There is a poten- 
tial* role of the school as a base for oervice integration though not 
as the sole agent or sole authority. Ser\'ices need to go to children 
and not set undue demands on mobility or parental motivation. 

Mental health services must be core to the design and the goal of 
providing services to the needs of the child and th(» family, not 
service to the needs of the systeir No county government could 
embark on a course of integration because of the risk of violating 
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Federal and state mandates of categorical care and the risk of loss 
of revenue under thf> current system. These obstacles must be re- 
moved and incentives and sanctions put in place to force the inte- 
gration and coordination of public resources to the child. 

The precedent model exists in the community support services. 
The Federal Government provided the initiative for the design and 
facilitated the development of comprehensive systems of care for 
the chronically mentally ill through the Community Support 
System Program of the late I970's. 

The principles of the Community Support System Program recog- 
nized the need for social, residential, and mental health services to 
the chronically mentally ill while identifying strategies for financ- 
ing that crossed barriers and boundaries. The potential role of the 
Federal Government in such a manner for children's services holds 
great promise. 

The development of necessary elements of care as predicated on 
the availability of adequate numbers o^ appropriately trained pro- 
fessionals necessary to operate programs and provide care— again, I 
echo many of the testimonies you have heard this morning. Tlxe 
Federal Government has traditionally taken leadership roles in 
training. The necessity for responding to the need for child mental 
health professionals lends great urgency for a strong, innovative 
Federal effort in this area. 

The last topic I would like to speak to is the financing of mental 
health services for children. The reimbursement mechanisms for 
child mental health services are derived from the adult service pa- 
rameters. Wherea«! adults may be expected to be responsible for 
managing their access to health care across boundaries, it is clear 
that children cannot be exijected to operate at that level of mobili- 
ty ana independence. A child in a dysfunctional famfly or a child 
with multiple problems needs case management and advocacy to 
obtain services and make sure those services work towards 
common goals. 

A higher proportion of case management is required to serve 
children, and these services, as we have mentioned earlier, are not 
reimbursed from third party sources. The degree to which children 
require these sendees requires child ment^ health clinicians to 
serve fewer child/en per day, again reducing potential levels of rev- 
enue. 

Appropriate care to children may necessitate individual sessions 
and family sessions and other services on the same day. Reimburse- 
ment policies generally only support one bill per day. The&e are se- 
rious financial disincentives currently in place that make good 
service to children not financially viable or attractive for mental 
health treatment agencies. 

The degree to which mental health services to children are based 
on parental motivation and understanding of the rela^^ve value of 
treatment is another barrier to children receiving mental health 
services. When insurance coverage for mental health treatment is 
nonexistent or lapses before care is completed, the parent faces a 
dilemma in deciding how to allocate family resources. 

The large number of funding streams available to support 
mental health services to children across the education, social serv- 
ices, family court, and men.il health sectors must be carefully re- 
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viewed and analyzed to identify the degree to which the level of 
funds available is the constraint or the degree to which these meth- 
odologies of financing create barriers to service. The greatest bene- 
fit probably comes from a pooling of resources, but there are also 
new discrete funds needed for servir-^s to seriously mentally ill chil- 
dren. 

In summary, there is much work ahead for policy-makers and ad- 
ministrators to address the convoluted and complex responses we 
have put in place over the last decade on behalf of helping our chil- 
dren. The work will require all of us to approach the ..nental health 
problems of children with creativity and flexibility. System bound- 
aries must be permeable; ^andates and requirements must be de- 
veloped that protect children, not bureaucracies; financing must be 
available at levels to support needed services; and professionals 
must not specialize such that children are left in no-man's-zones 
unable to be assisted by the collective public agencies. 

Thank you. 

[Prepared statement of Judith Abbott Shanley follows:] 
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Prepared Statement op Judith Abbott Shanley, Assistant Commissioner, Erie 
County Department of Meni'al Health. Buffalo, NY 

My ivite is Judith Abbott Shanley. I am the Assistant Cannissdoner of the 
Erie County Department of Siantal Health. Ihe Erie County Department of 
Mental Health is the local gcvenmental unit responsible for the provision of 
mental health services to the citizens of Buffalo and Erie County vjhich is 
the second largest metropolitan area in New York State. I have held this 
position fer five years, and have for ten years been involved in a variety of 
roles in relationship to the administration of child mental health services 
in Brie County. 

The focus of my testiirony will be the plannii^, organization and 
financing of children's services by the local governmental unit in the state 
of New York. 

In the plannii^ of children's mental health services the traditional 
'estimate of need' figures enployed are: 11% of children will be in need of 
mental health services in any given year, and 2 - 3% of children will be 
seriously mentally ill. in Erie County, there are 275,000 adolescents and 
children, 18 years of age of less in a population of about one milUon 
people. Using established need estimates, seme 28,000 children are in need 
of mental health services' annually. In 1986, 6,000 children were served. 
Bie proportion of unmet need is significantly higher for children needing 
mental health services than it is for adults. Ohe prevalent rationalization 
for the failure of the mental health system to meet estimated need is the 
level of service avaUability througfj ot^er auspices such as Depa-.tment of 
Social Services, Division for Youth, Eaucation, and F^ly Couirt. 

Mental health planners must be more exact in defining the mittoers an3 
kinds of children in qpecific need of psychiatric services. 
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Children's services as a corponent of the mental health service system in 
Erie County currently has a waiting list of sere 600 children for outpatient 
mental health services. A period of one to two months on a waiting list 
before entrance to sen'ice is to be expected. Viiereas several yotrs ago the 
predcndnant source of referral for mental health services came fran schools 
and pediatricians, tcday the most frequent sources of referral are the 
Department of Social Services and the court system. There is no acute care 
psychiatric inpatient unit for children in Erie County. The * Tg-term unit 
operated by the state serves ei^t Western New Yori; counties, has a certified 
capacity of 56 and has had an average census closer to 75 for most of this 
year. 

The lack of sufficient capacity in outpatient prograns lesults in the 
children on waiting lists deteriorating between the time of referral and the 
time of admission to care. The lack of inpatient capacity results in the 
admission of seriously mentally ill cliildren to pediatric units or to adult 
psychiatric units, neither of which are a suitable treatment envii^nnent for 
children. Recent data implicates a two- fold iixrrease between 1986 - 1987 in 
the nurber of children under 18 who present for psychiatric adtdssion in the 
emergency room of the county ho^ital (from 157 in 1986 to 164 in the first 
six months of 1987) . Ttiis extraordinary increase in demand for the highest 
level of care for children is neither well anticipated or well understood in 
County Hall. Tlie degree of alarm felt is ctused only by the degree of 
frustration at the incapacity to conduct real analysis and achieve real 
understanding of what is going on. 

We can only guess at some system issues causing this new wave of children 
seeking hospitalization and the real clinical psychiatric needs of these 
children. 
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Itie last decade has seen a significant Jmist m social policy based on 
the premise that children should remain in their natural settings — both 
school a-Ki honne. One of the urpacts of the Child Vtelfare Itefom Act m Erie 
County is a 30% reduction in foster care placerrents. The children being 
placed are more severely disabled and are rrore apt to require instiaitional 
care rather than residential care, ihe preventive programs intend to prevent 
foster care placement, not primary prevention of mental illness. Tne 
resultant focus on open and founded cases often seriously curtails a child's 
continued care in mental health programs. The entrance of PINS Diversion, 
the family court placenent of children in need of supervision, has resulted 
in a real press away fron taking kids out of their hemes and away frcm their 
families, vath the expectation that mental health services can impact on the 
problems of these children and their dysfimctir *al families. Ihis program m 
New York CU»».e did not for its first three y€<jrs require the invclvonent of 
mental health in the development of local PINS Diversion plans. Itie mental 
retardation/developmental disabilities system has also tightened the 
admission criteria to its system, again removing a previous resource for 
children in need of service. A particular problem in Erie County which 
resulted from the transfer of New York City juveniles into Erie County 
Division for Youth facilities has reduced even further the nimber and range 
of potential plaoenent options for children, ihese policy changes in other 
areas of the children's service sector were not planned in cooperation with 
the mental health sector such that it could be prepared for the kinds of 
children and their unique needs much less have in place the needed treatrrent 
options for children. This must be coupled with the increasingly 
sophistica*-Kid citizen demand for due process and full substantiation of 
allegations in the legal process in order for Family Court, Probation, 
Departjnent of Social Services, or school systems to ocnplete a formal 
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deteimlnation. All of this leads to an increasing demand on the mental 
health system which has no mandated criteria for vho should be served. 

The profile of these diildrcn shows that they are younger, norc violent, 
more disturbed, have more serious and multiple problems, are more likely to 
be suicidal, more likely to be involved with alcohol and drugs, and are npre 
likely to cane frcra single parent families. While single parent families 
constitute 24% of the family units in Eirie County •">day, they represent 70% 
of the petitioners to family Oourt in 1986. These children and their 
families are more likely to need more intensive clinical services and need to 
be served by several agencies at one time. This demands more coordination of 
services. Children and their families are more likely to miss appointsnents, 
not engage in the treatmeiit plan regimen, and axe more likely to drop out of 
care. If they drop out of care they are more likely to surface again shortly 
in either the same sector or another sector of the children's service world. 

The uncoordinated involvement of these multiple sectors in providing 
service to children must be considered a principal cause of the ineffective, 
discontinuous, unresponsive care to the children and is anathema to the 
meaning of 'system*. At the direct care level, the various scctcrs (the 
public institutions of mentzd hejdth, education, social services, and Family 
Ootirt) operate in such independence and isolation frcm each other that 
nobody, not the psychiatrist or the sociid worker, nor the teadver, nor the 
probation officer, and least of ell the poor parent can put it together in a 
way which brings the extraordinary public resources to bear on the whole 
child and his/her problems. 

The expected outcome of the human service institutions — what they 
consider success can be different depending on which sector the child 
entered. Wiere the Department of Social Services *fants to prevent placement 
and close an abuse or sexual assault case, mental health wants to k<.^3p that 
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caso open to work with the child to assure resolution of interpersonal issues 
to nuixijnixc probabilities that dcvolopnent into an adult able to relate to 
others will occur. vStercas Probation is focused on dismissing a petition by 
parents to rcscove children frcra the horae, ntcntal health is focused on 
identifying and addressing the faadly dynamics that lead parents to a degree 
of pcM2rlessness that ocxart action was the only xesources parents saw to 
ixpact on a dys&nctional situation. In the area of greatest urznet need 
thcsre is the greatet^ degree of adnlnistrative chaos and very significant 
expenditure of public dollars in the aggregate. 

Currently, the duplicative expenditure on assessment alone can result in 
children being assessed by all of these different systcns. Ihere is no 
coqprchmsivc, integrated nctho;} for assessncnt that looks hoUstically at 
the child as a single system that has social, familial, and education 
problems, llx* specialized sources of authority for the different children's 
services sectors make integration of service planning at an individual or 
systems level not possible in any real way. There is no management 
information system that tracks the hi9J»ly troubled youth and families as they 
are processed tiuxugh nultiple sectors. Ibe attention to the confidentiality 
issues and the desire to not have a child's record follow them into adulthood 
beoGcncs a true barrier to continuity of care. 

In Erie County vxs attcrfpted to address this diversity of au^ice by 
establishing the Eric County Child Mental Haalth Ocnsortiizn made up of all 
the major stakeholders in services to children from the voluntary and 
governmental sectors of mental health, education, the courts, and social 
services. Ihe OcxTmissioner of Mental Health has specifically delegated a 
system-wide planning role to tlus bed/. Ihe other auspices have not delegated 
similar planning authority and responsibility to the consortiim hence the 
capacity to assure implementation of plans by all the service sectors has not 
been realized. 
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X hftvc begun to introduce the next topic of iry tcstiirony, and that is the 
organisation of children's rental health services. 7t>e capacity to pull 
together these disparate aui:pice8 on behalf of children rest with the 
personal capacities of skilled clinicians or particularly innovative 
goveiTiTcnt officials. Ihere is no s^/storn deslqn directed at the 
ocnprchcnsivc needs of children and vho xnodolaz oloments of service that need 
to be brought in and out as an intcrvintion ptvcess occurs. The failure to 
reconcile the conpeting concerns of the vsuricus sectors involved in 
children's services resulU in a level of fragmentation or duplication or 
\rsTttt needs or unsuccessful outocncs that cannot even be neasured as vk2 try 
to observe the current way ve do b4\siness. 

?bere is a consensus in many parts of Ncv York State and Erie County that 
the children's incntal health system ruct design a carf^rchensivc assessment 
tool and establish referral policies and practices to assure clear 
identification of needs and access to a full rai^e of services required to 
address those ncedc. Tha use by children with rental health needs of the 
other tha.- " utal healtii sectors must be carefully integrated such that a 
inanagcn«nt infionnatiori system with a child tracking capacity is present* We 
suggest that a central entry point be used for children in the corntinity 
needing mental health oervices as identified by Dcpartincnt of Scdal 
Services, QSucationr court systems, camunity agencies, and families. 

7!)e attcrpt to address children's mental health needs cannct occur in 
isolation or as a response to a new wave dcmsLnd «^ithout integrating ^itii the 
other children's sectors. The county departscnts of mental health, social 
services and divisicn for youth arc responsible for coordinating slices 
across the 33 schoo* districts within Erie County. FlexiWii»Y exists At the 
county level to organize and arrange services that &re re&ponsivc to the 
unique needs of children and oonrwnities within Erie County while being 
consistent with state mandates. 
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It is possible at this local level to identify and propose resolution of 
the apparent conflicts, inoc^sistencies, gaps, and areas of duplication 
across the children's service sector. A source of authority that charges 
localities to corplete this management 30b is neoessary. There must be a way 
of balancing the mandate of social service law with the mandate of family 
court law with the mandates of education law to the best interest of a child 
in a manner that fits the services of a particular ccRrnunity. Children spend 
six hours per day in the school. Ihere is a potential role of the school as 
a base for service integration, thou^ not as the sole agent or sole 
authority. Services need to go to children and not set tndue demands on 
roobixity or parental motivation. Mental health services must be core to the 
design in the goal of providing service to tlie needs of the child and family, 
not service to the needs of the system. No county government could erbai^ on 
a course of iptegration because of the risk of violating Federal and State 
mandates of categoric£d care and the risk of loss of revenue unde * the court 
system, these obstacles must be removed — and incentives and sanctions put 
in place to force the integration and coordination of public resources to the 
child. 

Ihe precedent model exists in ccnttunity support services. The Federal 
govenxnent provided the initiative for the design and facilitated the 
developnent of coiprehensive systems of care for the chronically mentally ill 
through the ccxmunity support system program of the late 1970' s. Ihe 
principles of the ccnmmity support system program recognized the need for 
social, residential, and mental health services to the chronically mentally 
ill while idexttifying strategies for financing that cross various 
administrative and financing boundaries. The potential role of the federal 
goverment in such a manner for children's needs holds great premise. 
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•The developxnt of necessary elcsnents of care is predicated on the 
availability of adequate nisri&ers of appropriately trained professionals 
necessary to operate prcgrams and provide care. We do not have professional 
training opportunities in each of the core disciplines critical to serving 
children. Most professiwial programs do not require specialty training and 
experience in serving children, and few disciplines other than medicine have 
special advanced rec^irerents prior to 2tl lowing a clinician to serve 
children. Most professionals beoome child specialists on the basis of 
experience and the pursuit of continuing education cpportunities by choice. 
Ihis is true even in larger metropolitan cureas liJce Buffalo with a leu^ge 
nurrber of academic institutions. We do not have sufficient nisrbers of 
professionals to staff the programs we need. The Federal govenrent has 
traditionally taken leadership roles in training. The necessity for 
re^x>nding to the need for child mental hesdth professionals lends great 
urgency for a strong federsd initiative in this area. 

Ohe last topic I would like to speak to is the financing of mental health 
services for children. Ihe reirbursement mechanisms for child mental health 
services are derived from the adult service parameters. ViTiereas adults may 
be expected to be responsible for managing their access to health care 
services across boundaries, i.e., needing to see a mental health clinician 
for treatment of manic depressive illness, or vocaticncil counselor for 
entrance into a training program, and a physician for a regular physical 
exam, a child cannot be esq^ected to operate at that level of mcbility and 
independence. A child in a dys functioned family or a child with muli:iple 
problems needs case management and advocacy to obtain services and make sure 
those services work together towsurds coimon goals. Ihe school teacher needs 
to know the treatroent plan of the mental health professicnsd and hew it can 
be used to change the teachers patterns of responding to the child as 
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treatment prcgresses. A higher proportion of case naragerrent is required to 
serve children. Ttvsse services are not reixnbursable fran third party 
sources. The degree to which children require these services requires child 
mental health clinicians to serve fewer children per day, again reducii^ the 
potential levels of revenue. Appreciate care to children may nec >j?sitatfi an 
individual session and a fandly session on the sane day. Reirrfbursenent 
policies generally only support cjie bill per day. These are serious 
financial disincentives currently in place that make good service to children 
not financially viable or attractive for mental health treatnent agencies. 
The degree to which mental health services to children are based on parental 
motivation and understanding of the relative value of treataent is another 
barrier to children receivii^ mental health services. Khen insurance 
coverage for mental health treatment is nonexistent or lapses before care is 
ccirpleted, the parent faces a dileitirn in deciding how to allocate family 
rescuroes. 

The large nurtoer of fundii^ streams available to support mental health 
services to children across the educat:ion, socied services, family court, 
mental health sectors must be carefully reviewed and analyzed to identify the 
degree to vhich the level of funds available is the constraint to expanding 
-^tal health services to meet the needs of children, or the constraint is 
the methodologies of financing create barriers to service. The greatest 
benefit prcbably ccmes from a pooling of resources, but e.ere are also new 
discrete funds needed foi services to seriously mentally ill ^iiiidren. 

In sutmary, there is rxich work ahead for policy makers and acfcninistrators 
to address the convoluted and ccmplex responses we have put in place over the 
last decade on bdialf of helping our children. The work will require all of 
us to approach the mental health problems of children with creativity and 
flexibility. System baindaries must be permeable, mandates and rcquireients 
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roast be developed^ that protect children not bureaucracies, financing must be 
available at levels to support needed services, emd professionals must not 
specialize sush that children arc left in no ' :n's zones, unable to be 
assisted by the collective public agencies. 
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Chairman Miller. Thank you. 

I was taken by the phrase at the end of your remarks there on 
the ability to address the convoluted and complex responses we 
have put in place. I get the sense after this morning that, in fact, 
that is probably an accurate description. 

Is it fair— and I will start with you, Stuart— that you are describ- 
ing to us not only the problems in terms of dealing with the num- 
bers of people who are presenting themselves for treatment on 
their own volition or because somebody else has recommended it, 
but you are tellmg us you have a more difficult case load? 

Mr. McCuLLOUGK. Yes, sir. We are seeing increasingly dysfunc- 
tional children capable of higher degrees of violence than was true 
two years ago, one year ago. There is a propensity towards vio- 
lence, sexual, and other kinds of assaults. 

Chairman Miller. Let me ask you this. When you say you are 
seeing increasingly dysfunctional children with a greater propensi- 
ty to violence, are you talking about the child being violent or the 
child coming to you out of a more violent situation or both? 

Mr. McCullough. Both, but I am specifically saying that the 
child himself or herself is more violent. There is less impulse con- 
trol. They just flat out are capable of doing things to other children 
primarily, sometimes adults, that weren't common, were very un- 
usual, two or three years ago, and are becoming frighteningly 
common. 

Chairman Miller. That is your time span? You are talking 
about a comparison of two or three years? 
Mr. McCullough. Two, three, four years. 

Chairman Miller. You are not talking a decade ago, you are 
seeing a change within a relatively short period of time. 

Mr. McCullough. The last 4 years, yes— 48 months. The last two 
years, it has become acute for us. 

Chairman Miller. Now let me ask you. Are drugs a part of that, 
or are drugs laid on top of that, in the sense that you then have 
children who are also more violent, in more violent situations, who 
are then either drug users or the victims, if you will, if their par- 
ents are using drugs? Are the things one and the same, or do they 
sho\; up in combination? 

Mr. McCullough. The environment that they live in is— count 
alcohol and drugs, count prescription drugs, and you have just a 
phenomenon of drugs out there— alcohol, prescription drugs, street 
drugs. I don't think the violence is caused by drugs, I think it is 
just another exacerbating factor. 

Ms. Shanley. May I add something? 

Chairman Miller. Just a second. 

You are the county hospital. » 
Mr. McCullough. Yes, sir. 

Chairman Miller. What about when you compare that, the cli- 
ents, if you will, of what were described earlier as the for-profit, 
intensive care, some of these psychiatric hospitals who sort of say, 

"If you have got a problem with Johnny, come down to" 

Mr. McCullough. I've got to tell you. Congressman 

Chairman Miller. Are we talking about families that manifest 
the same problems but at different economic levels? 
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Mr. McCuLLOUGH. Different economic levels. This is not a poverty 
phenomenon. At one of the private hospitals that I think should 
remain nameless, there have been some extraordinary experiences 
in the last month with kids trying to get out of that hospital using 
very innovative, almost guerrilla fighting techniques for 
those kids to get out of there: fires in hallways, opening doors, and 
the like. That is a program only for families that can afford private 
insurance. So this is a phenomenon for both poor and upper middle 
class, and middle class as well. This is not a phenomenon restricted 
to the poor. Certednly it is ti ue for the poor but not just poor. 

Chairman Miller. Let me ask you this. A number of you testi- 
fied to the notion that you are seeing children of single-parent fam- 
ilies. If a distinction can be made, is that because of the increased 
number of single-parent families that you are seeing, or is it con- 
ceivable that — what do I want to say? — the increased stress that 
perhaps single-parent families now find themselves under that 
might be different now as opposed to a number of years ago; or is 
there a way to tell? 

Mr. McCuLLOUGH. One of the things that I think it is really im- 
portant for all of us to remember is that the extended family no 
longer is nearly as active in raising the child as it used to be. The 
aunts, and uncles, and grandparents who used to coach us on how 
to be parents very typically are not there any more, and they are 
not there to support us when we get tired. If you really exacerbate 
that by being a single-parent family and you are working a full- 
time job, sometimes a 10-hour-a-day job, you come home and you 
are really very, very, very tired. The help that we used to get when 
we were part of an extended family isn't there these days, and it is 
really making things extremely difficult for folks. 

Chairman Miller. Anybody else? 

Mr. Feltman. A couple of points. One, in California, like a lot of 
other states in the nation, the cost of necessities has increased 
dramatically over the last five years, particularly the cost of hous- 
ing. And the people that are functioning at the marginal economic 
levels, such as single parents, are faced with a degree of pressure 
to provide essentials that provides a kind of relentless day-to-day 
pressure that manifests itself frequently in the lack of supervision 
of their children, short-temperedness, intolerance, and inad- 
equacy in terms of their ability to cope when problems get present- 
ed to them by the school or by a local policeman with their child. 

Chairman Milder. Mr. Davis, is there something comparable 
going on in a rural area like the one you serve? Are you seeing a 
change in family stress or the types of clients that you are receiving? 

Mr. Davis. No. People from rural areas are not exempt from any 
of the basic stresses that families experience everywhere, including 
urban areas, stresses including marital problems, separation of par- 
ents, loss of a parent through death, the single parent. All of these 
problems are prevalent throughout our society, they are not limit- 
ed just to urban areas. 

Chairman Miller. Would it be reasonable to draw a conclusion 
that tWs phenomenon you are talking about is across the national 
landscape? It is not a question of economic position, and apparently 
it is not so much a question of geography. The numbers, obviously, 
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are different, but the phenomenon is recognized in each one of 
your settings. Is that accurate? 

Ms. Shanley. The degree to which they show up in the mental 
health system appears to be one of the things that is increasing. As 
foster care has become a less available option, as Division for Youth 
has had different ways of doing detention, there is more and more 
a sense that when all else fa ^s we will see if the mental health 
system can help us. 

You talk to the psychiatric facilities, and they say they are get- 
ting a child now that they would never have had before, and they 
are not sure that they are truly psychiatrically ill in the degree to 
which current methodologies can help them intervene. 

There is some concern that you are dealing with , 

Chairman Miller. That is a mouthful. What are you telling me? 
Ms. Shanley. There are so many more conduct disorders that 
are ending up as admissions to psychiatric centers, at least in Erie 
County, and in need of admission, that may have been previously 
dealt with through traditional juvenile or just'ce kinds of systems. 

Mr. McCullough. Conduct disorders, the parents just flat out 
can't handle them. If they have private insurance, they are ending 
up in private hospitals. We are talking about building bonfires, 
throwing them out in the hallways, setting off the fire alarms, 
having the doors opened, and splitting. We are talkmg guprrilla 
warfare to get out of these institutions. 

These are not psychotic kids that are having significant mental 
disturbance sufficient not to know where they are in time and 
space or that kind of thing; they are conduct disorders, but they 
are well-to-do. The poor folks are ending up in our juvenile facili- 
ties. These folks are ending up in private institutions. You have 
heard that today, and I have read in your previous testimony from 
other hearings that this phenomenon is occurring across the coun? 



Chairman Miller. I am going to stay through the vote, so let me 
go ahead and let other Members ask questions. 
Mr. HoUoway. 

Mr. HoLLOWAY. We have described before us already what is a 
typical mentally ill child. What type family does this child come 
from? What is a typical family of a mentally ill child? 

Mr. L'HoMME. I would just like to respond to both of your ques- 
tions, if I could. To start off. City Lights has dealt with children 
who are not from families at all but have been in man>, many 
foster families. What we are finding is a reluctance on the part of 
the mental health system to deal with those kids who are conduct 
disordered, who are violent, who are lighting fires, and they are 
showing up not in mental health but they are showing up in the 
juvenile justice system. We have more and more referrals from 
kids from the Superior Court, from PINS, from any number of dif- 
ferent places. 

When we look at foster families and we keep saying return the 
kids to their natural family, return the kids to their natural 
family. Let me just say one little piece that is different. Some long- 
term foster care in our research has found that those kids are actu- 
ally functioning at a higher plane than the kids who have stayed 
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in families. The kids that have remained in families in the District 
of Columbia, they are families that are so dysfunctional I couldn't 
begin to describe them. 

Chairman Miller. You are getting kids at the end of the process. 
I think Mr. Holloway is asking, when we start to get referrals from 
families, what are we looking at in terms of the profile of the 
family? 

Mr. L'HoMME. I am sure that somebody else is going to respond 
to that, but one of the things we are finding is that the families are 
as disturbed and as delinquent as the children that we are getting 
into our programs. 

Mr. Holloway. Are they from single-parent families? 

Mr. L'HOMME. Considering the demographics of the District of 
Columbia, they are overwhelmingly single parents. 

We look at natural family as far as the gi-andparents, their 
aunts, and their uncles, and there are those kids who attempt to 
stay within the community, and just because they are so out of con- 
trol—a kid that I referred to in the beginning of my testimony, a 
kid who just was out of control, was sent to a residential treatment 
center in Texas, with no psychotic behavior whatsoever besides 
being out of control. 

Mr. Holloway. Are yours very similar to that? 

Mr. L'HoMME. Our kids are very, very similar to that, over and 
over again. 

Mr. Holloway. But I am speaking from a rural standpoint much 
like Louisiana or any other rural society. 
Mr. L'HOMME. Oh, Fm sorry. 

Mr. Holloway. Are most of the problem children coming from 
single-parent families? 

Mr. Davis. Two-thirds of the children in our cai'e load are not 
living with both biological parents. Now in some cases there is a 
stepparent involved, but two-thirds are in that category. 

Ms. Mennis. The Philadelphia Child Guidance Clinic serves a 
range of kids in terms of financial resources, poverty, and privately 
insured and publicly paid, and Fm not sure that there is a typical 
family and a typically mentally ill child. The kinds of changes that 
I am seeing are increases in a range of kinds of kids. 

We are seeing more psychotic or prepsychotic kids, who will be 
your chronically mentally ill young adults. We are seeing more sui- 
cidal kids. We are seeing more child abuse kids. We are seeing 
more kids who need placement. Their families really range also. 
There is certainly a preponderance of single-parent families, but 
you have ordinary families, who ordinarily function quite well, who 
are under an enormous amount of stress from a kid who is out of 
control; and you have very dysfunctional families who are under the 
enormous environmental stresses of poverty, lack of employment, 
poor housing, and a variety of other things, who are perhaps less 
able to cope. 

But I really think that you can't say there is a typical family, 
that a mentally ill child lives in this kind of family. 

Mr. Holloway. I agree with you, but still we gave an illustration 
of a typical child, and I think there is a higher percentage of chil- 
dren who are going to come from a single parent. 
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Continuing that a little further, of the ones that come from fami- 
lies with two parents, both living, is th<tre any comparison with 
families where mothers work in the family versus— I know there 
are all types and you are going to have every kind, but there has 
got to be more of one type. Are there more of the children coming 
from where both parents work? 

Mr. McCuLLOUGH. I don't have any indication that that is true, 
no. We are seeing no typical profile family, no socio-economic, 
racial, geogi'aphic family. What they do all have in common, I can't 
stress too strongly to vou, or a high percentage of them have in 
common, is a lot of substances that exacerbate the already severe 
communication problems. 

If people are having problems communicating well at the adult 
level as parents and they are drinking a lot or doing a lot of drugs, 
their chances of improving that communication are significantly 
decreased. That doesn't make any difference whether you are a 
single-parent family, both parents working, or yoa have dad stay- 
ing home while mom works. It really doesn't seem to matter. 

Mr. Hollow AY. Mr. Davis, of course, being from my area, is 
probably one of the few witnesses we have from really what we 
would call a rural area. I realize Rapides Parish is probably 125,000 
people, but all the area around us is parishes made up of 8,000 to 
probably 40,000 people. 

You mentioned in your testimony that for two years you have 
designated a doctor to go out one day a week out to some of the 
rural parishes. Are you still doing that? number one, and what has 
been the effect of that program of going into thp<?e rural parishes? I 
think you might have even mentioned Concordia or some of the 
other parishes that you have gone to. 

Mr. Davis. Yes, we do send one worker one day per week to 
cover three parishes that are separated from us by poor roads 
and pretty large expanse of water. It has made services more ac- 
cessible to those people. However, we are not able to provide a full 
range of services to those people in that area with such limited re- 
sources. 

Mr. HoLLOWAY. Do you notice a difference in the children in the 
rural area versus the city area— well, I would even say in th« com- 
munity mind. I grew up as rural as you can grow up. Do you notice 
a difference? I know what happens where a child is almost an out- 
cast, whereas in the city you can kind of get lost back into the 
numbers, but when you are in a rural area you have pretty well 
got a star over your head that says, "This kid has got mental prob- 
lems, and we don't want anything to do with him.^' I think maybe 
that has a lot to do with them coming forward to seek treatment. 
Do you notice problems along that line? 

Mr. Davis. I think in many ways the stigmr is greater. Because 
everyone knows everyone else's business, people are less likely to 
want to be identified as having a child with emotional problems. 
Often, that results in a delay of referral to the clinic for services. 

Mr. HoLLOWAY. I think a lot of times we forget about the rural 
areas of country and everything is aimed toward the large cities 
where the bulk of the population is. My personal feeling is— and I 
would like to hear from you— there has to be more of a need in the 
rural areas for, I think, all services, not only for mental but all 
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services, that we have really forgotten about, and that is where un- 
employment is going to be high. Many of the problems we have 
come from the rural areas, and they are problems that are going to 
be harder to conqu'jr. Do you have any comment along that line? 

Mr. Davis. Yes. I think it is just important that we not forget 
that there are troubled children out there, that they do have many 
of the same problems as urban children. 

Also, there are some unique problems of children in rural areas. 
Children and adolescents have less group recreational opportuni- 
ties. There are fewer opportunities for peer relationships. We have 
some parents who say they live at the end of the road, the child 
has no friends, there are no opportunities for peer relationships. 

Parents, while they may have an extended family, sometimes 
live in isolation when it comes to having to bear the Durden of the 
problems of their children alone. 

Mr. Hollow AY. I am going to run vote, so I appreciate it. 

Thank you, Mr. Chairman. 

Thank you. 

The Chairman. Congressman Skaggs. 

Mr. Skaggs. Thank you, Mr. Chairman. I have to leave for a vote 
in just a minute as well, so Fll be very brief. 

I wanted to ask you all, and I know you are in the program side 
rather than perhaps the clinical diagnostic side, but do you see any 
potential for us making some improvements as to the young part of 
the population that is diagnosed as mentally ill in better screening 
to weed out misdiagnosis? 

I am familiar with some of the work that has been going on, par- 
ticularly in looking at nutritional and other biochemical bases for 
misdiagnosis. P would seem to me that, particularly in the poverty 
portions of ycjr client populations, the potential for nutritional 
connections with early childhood emotional and mental disturb- 
ances is great and that that might be a potential area for interven- 
tion on causative levels that could be done much more efficiently 
than waiting for symptoms to emerge that can be classified as 
mental illness or emotional disorders. 

Mr. Feltman. I think there is a very important role in the public 
sector for a child psychiatrist, for medical doctors, as part of a 
multi-disciplinary team, and from what I understand, across the 
country we are seeing fewer and fewer psychiatrists available as 
part of these public agency teams; tne training in medical 
school is increasingly aimed at those who can afford private psychi- 
atric treatment on an outpatient level. These programs we are 
talking about don't include much participation of psychiatrists, and 
we are vulnerable in the area you are talking about because we 
don't necessarily have the degree of medical expertise to screen the 
child that we would have if we were turning out more child psychi- 
atrists that had an interest in working in the public sector. 

Ms. Mennis. I would agree with the gentleman's comments about 
the serious shortage of child psychiatrists in the country and cer- 
tainly in the -public sector, but I would also add that if there is any 
error on the diagnostic side it is probably on the error of under- 
diagnosis rather than over-diagnosis. Mental health clinicians, in- 
cluding psychiatrists, tend not to want to stigmatize a child with a 
very serious label that they will carry with them for the rest of 
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their lives, and I think that is why you see significant numbers of 
adjustment reaction diagnoses in the child psychiatric system. 

Mr. Skaggs. I wasn't necessarily saline over or under but mis, 
which I don't think carries the same implication that once behav- 
ior has gotten to the point where people are looking at that expla- 
nation, at least with the adult population, sometimes the medical 
explanations in a traditional sense are not looked at. I wonder 
whether you are also suggesting that we need pediatricians that 
have more training on what may or may not be, in fact, psychiatric 
conditions as well as more psychiatrists that are specializing on the 
child's side. 

Ms. Shanley. It gets even more complex when you begin to look 
at adolescents, and adolescent health care is not really well carried 
out. 

In Erie County, in a recent study that was done on alcohol use, it 
suggested that 24 percent of 15- and 16-year-olds are considered 
moderate and heavy drinkers. How many of the pediatricians that 
they^ go to, if they go, when they started talking about some level of 
anxiety or some level of depression, would automatically £hink to 
ask, "When did you have your last drink?" You really have a lack 
of overlap between the pediatric and the adult world for a major 
segment of our population, which is where they first begin to have 
problems. 

You also have to remember that children and the diagnosis of 
children, even from a pediatrician's viewpoint, is the most difiicult 
area for differential diagnosis. 

Chairman Miller. Let me interrupt. You are going to miss a 
vote. 

Mr. Skaggs. Forgive me for having to cut out. Thanks. 

Chairman Miller. Stuart, you were shaking your head on the 
point that Ms. Shanley made on this alcoholii^m. 

Mr. McCullough. I think one of the questions we might ask is, 
how many mental health workers woulcl ask, "When was the last 
time you had a drink?" The awareness of that phenomenon is only 
slowly beginning to dawn on us. 

You have to remember that our business is one of waking up 
slowly to things. Six or seven years ago, we had no idea that we 
were seeing nearly as many sexually abused kids as we were 
seeing, and we just didn't see it. Three years ago, we weren't 
asking too many questions about alcohol and drug abu^i. So we are 
reallv the blind men around the various ends of the elephant 
slowly piecing together a mosaic of what it is we are actually look- 
ing at as we become more sophisticated. 

Chairman Miller. There is a story in our local newspaper where 
you are quoted, or you are looking at a study that was done in 
1983, where you are indicating that 82 percent of the patients that 
you referred to the State hospital had alcohol and drug-related 
problems. 

Mr. McCullough. That is right. 

Chairman Miller. So what you are saying is that you have got 
to back all this up a little bit. 
Mr. McCullough. Back it up a little bit. 

When we took a look at that, it shocked us. In not one of those 
charts had we addressed that problem from a clinical standpoint. 
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We were talking about all kinds of psychiatric symptomatology; we 
weren't talking about substance abuse at all. When we 'ooked into 
it, we found that there is very little training. 

We were talking earlier about universities, and no one could par- 
ticularly name to you a good university for training good children's 
clinicians, especially around the areas of being comprehensive 
around case management and other kinds of more community- 
based treatment. 

Well, there are no universities, to our knowledge, anywhere that 
are training people— there is no unified theory anywhere — about 
how to treat people that are substance abusers and also providing 
severe mental disturbances as symptoms. So we have a long way to 
go before we can even begin to provide our staffs or ourselves high 
quality training, because we are going to have to create it our- 
selves. Right now, unless other members of the panel are aware of 
any, I don't know any good training going on anywhere in the 
counti^y. 

Chairman Miller. How dM Ventura make sense of all of this? 

Mr. F^LTMAN. I think we were very fortunate in having some po- 
litical muscle at the top that made this a priority and said we are 
going to accept some responsibility for some public sector children 
that exist already, and that was a county supervisor and a judge 
who teamed up and basically cracked heads with these agencies 
that were independent. 

Chairman Miller. What did the judge use for enforcement? 

Mr. Feltman. Really, face-to-face kinds of pressures. A lot of 
these turf issues dissolve when people are talking across a table 
about a particular youngster or policy development at a local level. 
The problems are much more apparent when they are dealt with 
anonymously by telephone or through some memo by people who 
don't know each other and don't feel any kind of personal pressure 
to work out a rational and responsible approach. 

If the judge, who is seen as an authority, and a county supervi- 
sor, who is seen as an authority, says, "We will have one set of pro- 
grams for Ventura County children, not mental health programs, 
social service programs, juvenile justice programs, and education 
programs; we are going to target these kids most at risk, and you 
just do what you do well ior those children, that is your responsi- 
bility," then you have a whole theme going forward. 

We have written interagency agr^jements that are absolutely es- 
sential to the development of definitions between what we do 
versus what other people are expected to do in the area of treating 
children that have multiple proolems. 

I think that was the be^nning of it, and many of us, as axe 
many of the people here and witnesses in the previous panel, are 
very interested in developing a system of care, because tney know 
that is more effective, and they know that children have multiple 
problems. If we can just get the ball rolling, then I think the tide, 
the pressure, would sweep those residuals or vestiges of turfdom 
that exist at agencies particularly and say, "Well, I just do this 
over here." 

Chairman Miller. Congressman Hastert. 

Mr. Hastert. Thank you, Mr. Chairman. 

I have been interested especially, Mr. McCullough, in your testi- 
mony where you ttuk about creating almost community mores, cul- 
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tural values, as something that has to be done. You also talk about 
local leadership. I agree; I think you are right on target. The ques- 
tion is now you do that and, once you do that, how you focus and 
harness that leadership. What is your insight? How is this being 
done, or is it? 

Mr. McCuLLOUGH. I think all of us can safely tell you that in- 
creasingly we have citizens— we are all bureaucrats, at least I 
think we are all bureaucrats, here— citizens on uc pretty strongly 
saying, "We want you to organize better." 

I think we have to begin to see ourselves as what I call social 
engineers. We are really in the business of getting folks organized 
to work collaboratively and coUegially and cooperatively, and it 
means listening to those citizens, it means getting them involved, it 
means taking their criticisms not personally but listening to them 
and applying them and harnessing their energy in a focused way. 

People are willing to put in an amazing amount of work if you 
are, but you have got to listen to them, and you have to share 
power, share control, both. The way that you are providing services 
may not go the way it would go if you were traditionally making a 
decision with just a few of your st" ^. In fact, things are going to be 
different than you probably even could imagine they were going to 
be, and you have got to be willing to go with that and see what 
develops. 

We are talking a quantum step. Typically, when you take a 
quantum step, you are stepping into an area that you know initial- 
ly you can't control and you are going to have to grow up to. That 
is a career phenomenon. 

Mr. Hastert. So actually you are saying a change in this area, if 
there is going to be change, has to start from the ground up. 

Mr. McCuLLOUGH. Absolutely. 

Mr. Hastert. How about funding? Do you find as more people 
get involved there is a greater acceptance to put resources in these 
types of programs? 

Mr. McCuLLOUGH. I think it is cyclical, and I think we are at the 
low end of the trough right now. I think as more citizens get in- 
volved we will begin to see more funding. 

In "Megatrends," Nesbitt talks about more and more loc:tl con- 
trol, networking, neighborhood groups. I think folks want more and 
more local control about specifically where their dollars go. We 
have a massive transportation pr^iblem in Contra Costa County, 
and the citizens voted down local dollars to change that and im- 
prove it because they are mad about the developers making money 
and the people not making money having to puf up with the traf- 
fic. When I go to them and say, "I want you to fund a children's 
mental health system very early for little, tiny kids, to get to them 
very young and to the families very young," I think they are going 
to vote for it, and I am either dreaming or Fm right, and we will 
find out. 

Ms. Mennis. I would like to comment on the funding question. I 
think the changes need to occur from bottom up as well as top 
down. People at the top, people at the level of county authorities 
have to begin to recognize problems that exist in children's serv- 
ices. They also have to be able to look at money in a different kind 
of way. 
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The Medicaid system does nothing but provide disincentives to 
providing services to children. There are disincentives at the level 
of hospitalization because they don't pay enough to cover the costs 
of services; there are disincentives at the level of outpatient treat- 
ment because they don't pay enough to cover the costs, and they 
place a lot of limits on the way you do those services; you can only 
do X number of services a day or month; you can't see the kid in 
the home; you can't see the kid in the school; you can't get paid to 
see the foster family or the child welfare worker. 

In order to get around those kinds of constraints, you sometimes 
have to forego some Medicaid money— which is a real problem for a 
State, which is matching State money with Federal money— and re- 
allocate resources locally. That is, in fact, what happened in the de- 
velopment of the Social Rehab Progrsim that I described earlier. 
We took a chunk of outpatient money, added a little more money, 
and the county added a significant amount more money to that 
and said, "Don't worry about the Medicaid money. The families 
and these children need a different kind of service." 

So you have to be able to look at it differently, and the Medicaid 
system needs to begin to change, I think, to respond to the needs of 
the kids that are out there needing services. 

Mr. BLastert. So are you saying that, as somebody else men- 
tioned before, the service provision facilities out there track adults, 
and actually children are a different entity in themselves? 

Ms. Mennis. Well, you know, both the service system and the 
funding of the service system reflect, I think, an earlier model of 
the provision of services both at the adult and the child level. They 
were looking at a time when what you did was provide outpatient 
services and inpatient, so Medicaid funds outpatient and inpatient. 

We are looking at a different kind of kid with more longer-term 
needs, with more disorganization in their lives, and with more serv- 
ice intensity needs, and Medicaid doesn't pay for that and the serv- 
ice system isn't organized around that. 

Mr. Hastert. Mr. Feltman, you brought up an interesting aspect 
here, and I think I understand what part of the problem is. Where 
I come from, we really have a strong county system, we have a 
State system that delivers services from the top down, or tries to 
deliver those services from the top down. I think they make a good 
effort. 

Anyway, you talked about Public Law 94-142. Where I came 
from, it seemed like that was almost for a select group of people in 
societ>^ that was a good way to send their children off and not ever 
see that problem again. It took a lot of resources away from the pot 
both on the local level and certainly in the State area. Would you 
make any recoirrnendations in that area? 

Mr. Feltman. Well, in the area of local mental health services, I 
am very supportive of Public Law 94-142, and I believe that these 
children, as all children, have a right to a free and appropriate 
educauon and that this is, in fact, identified as a handicap. 

The problem has occurred because education sees itself as provid- 
ing education services, not mental health treatment, and here they 
have a seriously emotionally disturbed kid, which they in fact label 
seriously emotionally disturbed, and they provide an educational 
program devoid of mental health treatment. 
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Now what we have said is that public mental health dollars 
should first go to the priorities that are mandated under law. This 
is Federal law for handicapped children. Public mental health has 
the responsibility to provide treatment, not education. So mental 
health ought to deliver the treatment that is part of the individual 
education plan of a handicai)ped youngster in public school and, in 
that way, form a partnership between public schools and mental 
health. 

We have the schools supporting mental health services, because 
we have said that we will use our money to facilitate the proper- 
education of your handicapped kid so they don't end up going intj 
residential nonpublic schools because the public schools have to ac- 
knowledge they can't serve them and then pay the bill to send 
them off to no man's land. That is bad for the kid, and it costs a 
fortune. 

Mr. Hastert. That is exactly^ the point. We found, and a lot of 
our schools are saying, maybe there is a way to purge ourselves of 
these problems. In the Midwest, we have sent kids all over the 
country. Texas is another area that you talk of. The New England 
schools that we have sent kids out to. I am talking about millions, 
and millions, and millions of public dollars being spent for a very 
small number of kids, where those dollars probably could be spent 
much better, with a better return across the board, if we start to 
set up those services on the local level. Yes. 

Mr. L'HoMME. I don't think it is entirely true that mental health 
has not been in public education. There have been models that 
have been in existence for nearly 20 years. Both the Rose School in 
psycho-educacion and the re-ed models that are in North Carolina and 
in Tennessee have been doing exactly that: bringing the mental 
health professionals and teachers together to work in a collabora- 
tive effort to keep kids out of institutions and in the community. 
City Lights is definitely an outgrowth of those kinds of pro- 
grams that have been in existence for a long time. The only trouble 
is that those programs are very, very small. They deal with very 
few kids, and there is a law of diminishing returns. 

Chairman Miller. But I think the model is more along the lines 
Mr. Hastert is talking about, whero schools are very nervous about 
making this kind of commitment, because they are veiy concerned 
that they are going to end up spending what they view as their 
educational dollars on placement of those children in specialized 
educational facilities to deal with those problems. At least in our 
area, there seems to be a real nervousness. 

I agree with you, there are models to do it another way and to 
prevent those dollars from being spent in that intensive fashion, 
but I don't see many school officials coming forward and saying 
let's develop this model together. They would rather not label that 
child, they would rather not place that child, they would just as 
soon not even see that child come through the front door of the 
school. But for the attorneys in most instances, I don't tuink you 
see school districts responding voluntarily to that one. 

I understand the problem, I understand the finite dollars that 
every one of these competing institutions is working with, but I 
think the model you are talking about is really an exception as we 
scan the landscape. 
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Mr. L'HoMME. I think you are absolutely right, but I also think 
that we do have a direction to go in. We know what to do, and how 
do we go about. doing it? Even beyond regular education, there is a 
guy at Harvard University Graduate School of Education, Perry 
Landon, who says to move the mental health centers into the 
schools. That is where the kids are at the beginning. It is just not 
mental health and birth control, it is health for our children. 

Chairman Miller. That is what Richard Lugar said 20 years ago. 

Mr. Hastert. In your statement though, you said that even your 
problems are becoming much more intense year after year and the 
returns are diminishing. Is that not correct? 

Mr. L'HoMME. It is diminishing returns even sifter you establish 
a program with as little as 30 children in it. You keep adding, and 
it becomes overwhelmed, and you do less instead of more. 

Mr. Hastert. One thing I think underlies the whole issue, and I 
think you have brought it up time and time again. Really, to solve 
the problem, it takes a core of dedicated people, those people who 
are willing to take special types of foster children into their homes 
and take the time and the intense emotional strength that goes 
with it. There are not many people like that. 

Mr. L'HoMME. That is right. 

Mr. Hastert. To develop those resources and reinforce those 
people back in the local level, to keep those kids in the local set- 
ting, is really the objective. 

Mr. McCuLLOUGH. If I could just quickly say, in AB-3632 imple- 
menting Public Law 94-142 in California, what we are finding 
across the State is that our poor school districts have been very 
loath to respond. Our more affluent school districts have been a 
little quicker to respond. The parents have gotten in touch with ad- 
vocate, and they recognize that they cannot be billed, no matter 
what, for these services. 

So in Contra Costa County, we have our most affluent folks using 
this bill. We have $35,000/$40,000 automobiles tooling up to our 
outpatient clinics for an hour of outpatient free therapy in our clin- 
ics, because they are coming through this Public Law 94-142 
avenue, and in our poor school districts we have got like eight re- 
ferrals from the whole place. 

So there is a game being played here where the folks that are 
poor are being very cautious and the folks that are a little better 
educated and a little more aggressive are really taking advantage 
of this, and it really disconcerts us. 

Mr. Hastert. It was to my dismay through the appropriation 
process in finding out that we had a cadre of very fine attorneys. 
They were whipping up this clientele in certain areas of our State, 
and it was the "thing to do." That is frustrating, to see how those 
dollars are spent and where the allocations go. 

Ms. Shanley. In Erie County, for the city of Buffalo, which is not 
an affluent city, we have some 60 children on home-based instruc- 
tion because they are too emotionally disturbed to be in the class- 
room. That is untenable. So I am not sure where the options are in 
this, but we must do something. 

Mr. Hastert. Thank you very much. 

Thank you, Mr. Chairman. 
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Chairman Miller. If I can put a positive spin on this hearing, I 
think for us as policymakers as we look at this, from City Lights 
which deals— if your description of your caseload is correct— with a 
lot of kids that spent a lot of time in the system before you saw them, 
and to Ventura, that is trying to develop the model from the time of 
first encounter throughout that system and everything in between. 

I think what you are telling us this morning is, in this popula- 
tion that most adults consider the most difficult, the adolescents or 
children with emotional problems, there is a whole series of models 
out there that can dramatically reverse the manner in which we 
spend money. 

Not to suggest that you can solve the whole problem by stretching 
the dollars, but clearly, examples that we have been given here this 
morning suggest that by rethinking how we are expending those 
dollars, by coordinating how we expend those dollars, and by provid- 
ing comprehensive services, we can serve a greater number of 
children. We can also apparently have better results if one of the 
goals is at least to try to keep those children that need not be in 
state hospitals out of state hospitals. 

Also, it appears that if we are willing to recognize some of the 
related problems— alcoholism, drug abuse — in the family and in 
the client, that we also have some potential for changing the meth- 
ods of treatment. I have got to say that so I dont go out and 
commit suicide after I go to these hearings. Now I feel better. 

This has been very helpful. The concern I have is for us to start 
to see — and we are going to need your help in the sense that you 
are on the line of delivering these services— where is it that we can 
make some changes at the Federal level or encourage changes at the 
state level to facilitate these models. 

The thing that interests me about Ventura is, in the five years of 
this committee, in most of the areas where I see comprehensive 
change, whether it is in adoption, foster care, or mental health 
services, I usually find some Superior Court judge or municipal 
court judge — whatever the system is— who gets fed up with the 
system, like Public Law 94-142 in Louisiana, and says, "Wait a 
minute. This is the law, and we are going to enforce it, and now 
the political body is going to have to respond to it," which brings 
about some of these changes. 

Bi'.t even if you do that, the descriptions of Medicaid barriers, of 
funding and reimbursement barriers, of insurance barriers, I think, 
warrant an exeimination certainly by the Congress to see, if we are 
not going to have a lot of new dollars to appropriate, that we have 
some ability to facilitate these effective models and what appear to 
be more efficient models. So we will probably be getting back to 
you on that one, because I think we clearly need some help. What 
we need, I think, is a greater understanding of where those bottle- 
necks exist and where maybe small changes at the Federal level 
can have fairly big returns at the local level, the key people. 

It is a theme here where we constantly pound on the dais and 
say we want coordination, and cooperation, and interagency action, 
and then we find out that in many instances it is the Federal law 
that prevents some of that from taking place, because you are re- 
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quired to chase reimbursements 4n a complex and convoluted fash- 
ion. 

Thank you for your help. I really mean it. This is not a subject 
which the committee intends to leave at one hearing. We appreci- 
ate all of your input and all of your help. Thank you. 
[Whereupon, at 12:40 p.m., the committee was adjourned.] 
[Material submitted for inclusion in the record follows:] 

Prepared Statement for the Hon. George C. Wortley, a Repressntative in 
Congress From the State of New York 

Mr. Chairman, I commend you for holding this hearing on a very sensitive topic 
Children's Mental Health. The topic of mental health is very difficult for many to 
discuss. When a child is involved, it can become more difiicult to face. 

There are two areas of children's mental illness that are of concern to me. First, 
the labeling of children at a very young age. Sometimes children are misdiagnosed, 
but the label remains with them throughout grade school. Just because a child may 
have a difficult time adjusting to school does not mean that the child is emotionally 
disturbed. There could be some problems in the home that manifest themselves in 
other ways. 

Another area of concern is that o'' institutions and restrictive settings. Countless 
studies have shown that most people with mental illnesses benefit from living in a 
less restrictive setting as opposed to an institution. Furthermore, the cost of living 
in a group home setting is about half of the cost of residence in the institution. 
These people deserve to be mainstreamed into society as much as possible and not 
sheltered and hidden away in a large antiseptic looking building. 

I look forward to hearing the testimony of our expert witnesses today. I hope that 
they will be able to address some of my concerns and enlighten me in progress in 
these areas. Thank you. 
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Prepared Statement of Gary B. Melton^ Ph.D.» Professor of Psychology and 
Law and Director of the Law/Psychology Program, University of Nebraska- 
Lincoln 

Mr. Chairman and ttcrabers of the Select Comalttee on Children, Youth, 
and FamI I les: 

As past president of the Division of Child, Youth, and Family Services 
of the Anerlcan Psychological Association (APA) and chair of Its TasJc Force 
on Econcoics and Reflulatlon of Children's Services. I am pleased to present 
this statenent on the subject of financing of child mental health services, 
uany of APA's 87,000 members are Involved ht scientific research or 
professional practice related to mental health. In particular. APA laeiabers 
have contributed much of what Is known about the nature of child mental 
health problems, the efficacy of various means of preventing or treating 
such problems, and the systemic variables that affect delivery of services 
to children, youth, and families. 

Unfortunately, precise statistics are general ly unava I lable to show the 
frequency of delivery of various forms of mental health services to children 
and youth and the sources of funds for such services. Partly as a result of 
a lack of reporting requirements for states receiving mental health, child 
health, and child welfare block grants (a situation that we hope Congress 
will remediate), the picture that Is available of the child mental health 
system Is Incomplete. Uany states cannot even Identify the proportion of 
their public funds for mental health that Is provided to children. With the 
rapid, largely unregulated rise of the for-prof 1 1 .sector In children's 
services, this picture Is likely to become even fuzzier. Uajor problems 
exist In preserving accountability of programs serving children and youth. 

Nonetheless, two general conclusions are clear. First, children's 
services are underfinanced. As psychologist Jane Knitzer graphically showed 
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In h«r report for the Chlldran't Oafenta Fund In 1982, ttatat ganertily hava 
not davalopad avan tha rudinonts of t continuum of cara. Soma stata 
departments of mental health do not hava a eingia professional staff member 
whose primary Job is to develop and supervise children's services. The 
situation hat Improved somewhat In the past five years because of 
initiatives In soma states that were stimulated by the Child and Adolescent 
Service System Program (CASSP) in the National Institute of Mental Health 
and the children's "set-aside" In the Alcohol, Drug Abuse, and Mental Health 

Block Gran Still, mere examination of the proportion of mental health 
dollars that goes to state hospitals and other largely tdult Inpatient 
facilities Shows clearly that children do not receive their fair share of 
expenditures for mental health services. 

Second, the problem Is not simply one of Insufficient financing; the 
distribution of available resources Is perve se. Providers are rewarded for 
providing services that are unnecessarily restrictive of children's liberty, 
destructive of family Integrity, and unduly expensive. Indeed, the 
demonstrated efficacy of services and tho financing available for then are 
Inversely related. The result, unsurprisingly. Is that the forms of service 
that have the best demonstrated efficacy for the sorts of children and youth 
referred for mental health services are the services that are least 
available in most communities. 

To understand this conclusion. It Is necessary to know about the 
epidemiology of child mental health problems and the organization of 
Children's services. Most children and youth with persistent and pervasive 
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■•ntil hailth problent have bahavlor disorders, not classical "mental 
Mlnestes." Even In cases of depression, the Incidence of which rises 
itiarpiy In actoldscence. troubling antisocial behavior rathar than troubling 
faetings coMoonly leads to the referral of children and youth for evaluation 
and treatment. Moreover, adults with serious mental disorders generally 
showed significant symptoms as children and youth, but p',/chotlc adults 
usually were conduct-disordered children and adolescents. 

Thus, although severe behavior disorders In childhood are serious 
disorders of mental health, responsibility for preventing and treating such 
conditions Is widely diffused. A patchwork of chllc» treatment services (and 
financing for thorn) has developed In an unplanned fashion. Essentially the 
same population is served by the child mental health system, the Juvenile 
Justice system, the child welfare system, and the special education system 
(programs for severely emotionally disturbed pupils). All of these systems 
provide essentially the sane services, especially on a residential or 
Inpatient basis. Private treatment programs frequently receive funds from 
all four systems. The result Is that decreased funding or Increased 
regulation In one system merely pushes children Into anothor residential 
treatment system. Especially given the Incentives that private Insurors and 
Medicaid provide for residential treatment, the easiest. If not the best, 
way to obtain financing of services to troubling youth from troubled 
families Is to rijmove them from their homes. 

Unfortunately* the changing organization of health care Is Intensifying 
this Bisdistrlbutlon of available funds for child eaental health services. 
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Uy student U«r:o Scaicca and f recently cocr<plata'1 a study of cartif Icata-of- 
n««d applications for cMI;: Mental health and substance abuse programs. 
7hts study docunonted Khat Is obvious to thd aost casual observers of child 
■tntal health services. The r^te of applications for certificates of need 
by for'-Prof It hosprtal corporations i« 9^t^»\y explosive, ^nd most states 
have nalthar the Means nor. In. sons cases, the authority tc deternlne 
whether Investment Is psychiatric hospitals for children Is In the public 
Interest. The rate of psychiatric hospitalization among children and youth 
Is rising nuch faster than aaong adults. In pa^t. ^^ei.use of the dWerse 
sorts of public payment for residential treatment of minors. At the same 
time, slick snd questionably ethical advertising is creating new "nafkets" 

2 

for child mental health and substance abuse programs. 

Beyond the unnecessary restrict Iveness, Intrusiveness, and expense 
stimulated by the funds that are available for Inpatient treatment but not 
for "alternative" treatments, the cost-efficiency of the current system of 
financing is poor. Not a single controlled study has shown Inpatient 
treatment to be superior to less restrictive treatments for children and 
youth. 

in contrast to the liberal Inpatient mental health benefits In many 
Insurance plans, both Medicaid and private insurors generally place 
unreal 1st leal ly low "caps" on outpatient mental health services for children 

3 * 
and youth. This problem is of concern, because the efficacy of outpatient 

psychotherapy Is demonstrated for children with circumscribed mental health 

problems (e.g., specific phobias) or self-percelved disturbance (I.e.. 
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Children who aro troubled «nd wor ^d'^eok-tistp'-if It^voro available). 
Particularly for the latter group, though, the proble« nay be nore one of 
organization than of financing of servlcea. In that regard, we eupport 
efforta to Increase children's acceas to aental health servlcea through 
achool health clinics (which nust, of course, be publicly financed) and 
provisions for ninors' consent to services. 

For the sorts of children and youth who cownonly are referred for 
services, though, unit-based relnburseoent sXstens that have been adopted 
froa adult health care are Ml-sulted to chl Id nental health services. 
When, as Is conxnon, youth who are referred have severe fanlly problens, 
serloua deficiencies In acadenlc and vocational skills, and persistent and 
pervasive conduct problems. It Is unrealistic to expect 50 ainutes per week 
of psychotherapy to nake a significant difforence In their own or their 
fanl'les' lives — a point that outcone research generally supports. 
Integrated services that respond to the affective, social, and 
educational /vocational needs of behavior-disordered children and the nontal 
health needs of fanllles In crisis cannot be rendered In an office-based, 
hour-per-week practice. Simple "coordination" of traditional psychotherapy 
with social and educational services also Is Insufficient. Rather, to be 
naxinally effective, treatment nust Intw^rat*^ training In problem-solving 
and mastery of feelings and conflicts with practice In real-life situations 
and support for famllles'and communities. 

various treatment models— e.g., therapeutic day schools; hone-based 
services; clinical advocacy— have been proven successful In decreasing the 
troubling behavior of severely disturbed children and youth. Increasing 
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their Mlf-^staM, and PrMtrvIng their f«Mllloa. However, all of these 
■odele require evetlablllty of theraplata aa needed (typically, 
aubatentlal ly aore than 50 Minutes Per weeic), s broad therapeutic- 
educst lonal-soclal spproach, and availability of therapists outalde t*)e 
office In homea, achoola, and other settings In which children encounter 
day-to-day problsas. For the Aoat part, third-party Payors, particularly 
those In the health systea (both public and private), do not provide 
reieOMfseoent for auch lervlces. 

In abort, a aajor Problem Is thst financing for child aental health 
services Is Insufficient. However, an equal ly significant problea is that 
the financing that Is available la used Inefficiently. Child eentsl heslth 
professionals are constrained by rsstrlctlons on funding fron providing the 
services for which efficacy Is best demonstrated and which generally are 
lees expensive lhan the residential treatMnts that currently are rewarded. 
Both psychOk^oglctl theory and reiearch Indicate thst "alternative* services 
for severely disturbed children and youth slight be better teraed *opttoal* 
services, incentives need to be provided for delivery and evaluation of 
auch programs and disincentives created fo' prograas thst result In 
unnecestary removal of children and youth from their homes snd cooraunltles. 

Although thia statement haa focused on the children and youth most In 
need of therapeutic services, the need for financing of preventive aental 
health aervlcea also should be eaphaalzed. Tlae-and-eot Ion studies In 
conmunlty aental health centers (CUHCs) have shown that Prevention never was 
given great attention In most CUHCs and that the amount of sttentlon given 
It has shrunK across tlse as direct federal sId has decreased. The most 
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•Ignlf leant fictor In this naglaet of pravantlvo larvlcoi It obvlousi 
privintlon 0O4I f>ot pay In a unlt-baaad. f«o-for-aorvlc«. Illnoas-basod 
ayatMi of rinanclno« 

TMa point ahould not t>« loat. bacauaa It haa bacoae fashlonablo In 
aoaa quartan to trgui that tho lacK of attention to orevintlon Is the 
natural r«ault of a lacic of «fflcacy. Although «• rocognlzt that aoao 
programs havt not b««n«tt!l conceptual ized. a conclusion that Prevention la 
<JooMd slaply doea not aqu4r» with outcome research. In fact, aoae child 
«antal haalth prevention programs have aubstant I al ly better docuAsnted 
•fflcacy->ln teras of both absolute outccnes and coat-ef feet Ivenesa— than 
•oat couon therapeutic prograas. Literally acorsa of studies have ahown 
reaarkable effectlvensas of •secondary' Prevention prograaa (I.e.. programs 
dealgnsd to prevent aajor aental health probloas In children identified es 
beginning to show sooo disturbance), often based In achools and relying on 
pariprofeaslonals trained and supervised by aentsl heslth professlonsls. 

•Priaary" prevention prograaa <!.•., prograas designed to prevent 
Mental health probleas froa occurring at alt) and Projects intended simply 
to promote the aental haalth of children have been less extensively atudled. 
However, aubstant la I bodies of research have developed about the situations 
that precipitate Kontal health probleas and the •co-factors* that dsepen or 
•xecerbste atreaa In chlldr6n. Sooe Points In the developaent of children 
(•.g.. transition to Junior high: repeated hospitalization) and faallles 
(e.g., divorce) are known to be high-risk situstlons asensble to preventive 
strateglea. 
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Thut, th« Mid * 9 mow away frot unlt-^^itd, f«i-for-iirvlc« wodala la 
dMonstratad not only by tha dlalncantlvas that tha currant ayato« croatoa 
for lnt«oratad aarvlcaa to aavaraly diaturbad chlldran and youth. Tho 
currant ayataa of financing alao chills tha dovolQpoont of provontlva nontal 
haalth sarvlc«t that ultlnatoly would result In decroasod auf faring and loss 
of aconoalc and social productivity. 

To suttaarlza, APA atrongly supports Inltlstlvos doslQned to Increase 
ths availability of a contliiuua of Bontal haalth services to children, 
youth, and faalllaa, Wa recognize that undarf Inanclng and IrMfflclent, 
flawed financing have contributed to the underdevelopment of such services. 
In addition to Increases In funds for "altarnatlve- and preventive services, 
«a would support funding for deaonstrat Ion projects, with substantial 
•valuation ccoponents, to deternlne the effects of various potential systems 
for financing child cental health aervlces. 
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FOOTNOTES 



1. Although they have relatively snail budgets. CASSP and the Alcohol. 
Drug Abuse, and Mental Health block grant set-aside have had Important 
symbolic effects and have stimulated more r'anful approaches by states to 
child Rental health services. We strongly urpe continuation and expansion 
of such programs. 

2. A resolution condemning this practice has been enacted by the APA 
Division of Child. Youth, and Family Services, the APA Division of 
Psychologists In Public Service, and the APA Cowalttee on Children. Youth 
and Families. ,A copy of the resolution Is appended to this statement. 

3. We are mindful also of the substantial drop In the proportion of 
children covered by private health Insurance at all. We also are concerned 
about Insurance plans that are unduly restrictive of the range of mental 
health professionals who may provide services. 
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OlYl/IOn Of <HIID. 

YOUTH, oft^i famiiT /tmtu 



RESOLUTION Oli ADVERTISING BY PRIVATE HOSPITALS 

The Division of Child, Youth, and Family Services of the American Psychological 
Associati . expresses grave concern about the strategies of sone private hospitals an^l 
other residential treatment programs in "marketing'* their child and adolescent inpatient 
programs to the general public. Sensationalist advertising about teenage suicide and 
parent-child conflicts, for example, may foster umvarranted fear in parents and youth. 
It also may exacerbate the stigma attached to mental disorders of childhood and adol- 
escfc..ce and the rcuative stereotypes sometimes associated with adolescence itself. 
Aggressive marketing of inpatient services without attention to alternative forms of 
service may lead parents and youth into unnecessarily restrictive and intrusive care. 
"Scare"* advertising is an unfair and deceptive practice which is expressly forbidden 
by the Ethical Principles of Psychologists. Advertising which fails to illuminate 
choices is also misleading and inconsistent witn the promotion of prospective clients' 
autonomy and, therefore, the spirit of the Ethical Principles. 

As proprietary health services develop, the diminished public regulation of services 
heightens the significance of professional self-regulatian. Individual psychologists 
and the profession as a whole have a weighty obligation t-o guard the interests of 
clients and prospective clients, we urge psychologists employed in private residential 
treatment facilities to exercise appropriate professional and ethical scrutiny of the 
facilities' policies regarding advertising and client rights. We call upon tne APA 
Ethics Committee and the APA Committee on Cnildren, Vouth, ana Families to consider v/ays 
of responding to the ethical 1s5.es raised by privatization of children's services. 

r\ry() Adopted by the executive coonittee 
^ * ' February 16, 1926 
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EXECUTIVE SUMMARY 



Id her book Uncliimcd Children. Knitzer (1982) reported that two-thirds of all 
severely emotionaily disturbed children and youth do not receive the services they 
need. Many others receive inappropriate, often excessively restrictive care. Recently, 
there has beeo increasing activity to improve services for severely emotionally 
disturbed children and adolescents. The National Institute of Mental Health (NIMH) 
launched the Child and Adolescent Service System Program (CASSP) to assist states 
and communities to develop comprehensive, communitybased systems of care, and 
coalitions of policymakers, providers, parents and advocates are being forged to 
promote the development of such systems of care. 

This monograph explores the. development of comprehensive systems of care for 
severely emotionally disturbed children and adolescents. The preparation of the 
monograph was sponsored by CASSP, and the document represents the final product of 
a collaborative process undertaken by the CASSP Technical Assistance Center at 
Georgetown University and the Florida Research and Training Center for Improved 
Services for Seriously Emotionally Disturbed Children at the Florida Mental Health 
Institute. 

The monograph is intended as a technical assistance tool for states and communities 
interested in improving services for emotionally disturbed children, and as a review of 
the state of the art for developing systems of care. A generic model of a system of 
care is presented alosg with principles for service delivery and alternative system 
management approaches. This model offers a conceptual framework to provide 
direction to policymakers, planners and providers. It is expected that states and 
communities will modify and adapt the model to their particular environments, and 
will establish priorities for system development in accordance with their needs. 

BACKGROUND 

The Joint Commission on the Mental Health of Children (1969) found that millions of 
children and youth were not receiving needed mental health services. Many of the 
children that were served received inappropriate, unnecessarily restrictive care, often 
in state mental hospitals. The President's Comminioo on Mental Health (1978) echoed 
the Joint Commission's conclusions, finding that few communities provided the volume 
or continuum of programs necessary to meet children's mental health needs* Both 
Commissions recommended that an integrated network of services be developed in 
communities to meet the needs of severely emotionally disturbed children and youth. 
Knitzer (1982) asserted that the needs of severely emotionally disturbed children have 
remained largely unaddressed. She considers these children to be 'unclaimed* by the 
public agencies with responsibility to serve them. 

These reports and others have made it apparent that the range of mental health and 
other services needed by severely emotionally disturbed children 2nd adolescents is 
frequently unavailable. Many children are institutionalized when less restrictive, 
communitybased services would be more effective. Additionally, there have been few 
attempts to get mental health, child welfare, juvfjule justice, health and education 
agencies to work together on behalf oT~disturbed children and youth. This has left 
children and youth with serious and complex problems to receive services in an 
uncoordinated and piecemeal fashion, if at all. 
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Currently, there is broad tgrecment about the critical need to improve both the range 
and coordination of services delivered to severely emotionally disturbed children and 
their families. The development of comprehensive, coordinated 'systems of care" for 
children and youth has become a national goal. 

The term "continuum of care* has been used extensively in the field to describe the 
range of services needed by severely emotionally disturbed children and adolescents. 
In fact, much of the published literature and many of the materials produced by 
states use this term. Throughout this document, the term 'system of care* is 
employed. Before proceeding to describe the system itself, definitions of these terms 
are required, along with the rationale for using the latter term. 

"Continuum of care* generally connotes a range of services or program components at 
varying levels of intensity. These are the actual program elements and services 
needed by children and youth. -System of care* has a broader connotation. It not 
only includes the program and service components, but also encompasses mechanisms 
arrangements, structures or processes to insure that the services are provided in a 
coordinated, cohesive manner. Thus, the system of care is greater than the 
continuum, containing the components and provisions for service coordination and 
integration. 

A system of care, therefore, h defined as follows: 

A system of care Is a comprehensive spectrum of mental health and 
other necessary serrlces which are organized Into t coordinated 
network to meet the multiple and changing needs of sererely 
emotionally disturbed children aad adolescents. 

This monograph describes how these systems of care might look and how they might 
be organized. 

SEVERELY EMOTIONALLY DISTURBED CHILDREN AND THEIR NEEDS 

The Federal CASSP initiative is focused on severely emotionally disturbed youngsters 
whose problems are so severe as to require the long-term intervention of mental 
health and other agencies. To assist states and communities in identifying this 
population. NIMH developed a set of basic parameters for defining the target 
population (Stroul, 1983). 

As^ these parameters indicate, the designation of 'severe emotional disturbance* among 
children should be primarily based on functional disabilities which are of significant 
severity and duration, and on the need for a broad range of services. This set of 
general criteria is designed to guide the system building efforts of states, while 
allowing states the flexibility to develop more specific definitions. Several states 
have developed such definitions. 

The prevalence of severe emotional disturbance among children and youth is difficult 
to determine. ^ The primary reasons for this are the lack of agreement about the 
definition of *severe emotional disturbance,* the difficulty in measuring the socio- 
cmotional disturbances, and the great cost and practical obstacles in conducting 
epidemiological research in children's mental health. 

Based on a review of a number of epidemiological studies, Gould. Wunsch^Hitzig A 
Dohrewend (1981) estimated that the prevalence of 'clinical maladjustment* among 
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children is at least 11.8 percent. Despite methodological inconsistencies and 
deficiencies in the research, the estimate by Gould et al. of 11.8 percent appears to 
be a reasonable, if no* socewhat conservative, estimate. 

A subset of this {roup of children showing emotional problems can be considered 
severely emotionally disturbed. From a review of existing prevalence research, 
iCnitzer (1982) concluded that a conservative estimate of serious emotional disturbance 
in children is five percent cr approximately three million youngsters. In the 
description of CASSP, NIMH (1983) has adopted the same figure. While this figure is 
not firmly based empiricallyi it appears to be generally consistent with the research 
and reasonable as an estimate. It should be kept in mind that this five percent 
estimate includes only youngsters whose problems are severe and persistent, while the 
11.8 percent estimate includes alt emotionally disturbed youngsters. 

While differences around definition and prevalence may persist, there is greater 
consensus about the needs of severely emotionally disturbed children. These children 
require a range of mental health services which are age appropriate ind at varying 
levels of intensity. However, mental health services alone are not enough. 
Emotionally disturbed children, almost universally manifest problems in many spheres 
including home, school and community. As a result, they require the intervention of 
other agencies and systems to provide special education, child welfare, health, 
vocational and, often, juvenile justice services. 

Thus, the needs of severely emotionally disturbed children and youth cannot be met 
by the mental health system in isolation. A comprehensive array of mental health and 
other services are required to meet their needs. The conclusions of nearly all 
commissions and experts converge in recommending a multiigency, muljidisciplinary 
system of services for emotioniUy disturbed children and their families. 

Although comprehensive systems of care for emotionally disturbed children have been 
recommended for some time, progreu in developing such systems has been slow. At 
present, there are serious gaps both in terms of the mental health services that are 
available to children and their families and the ether essential services. Where such 
gaps in actual service do not exist, the lack of coordination between agencies 
seriously limits the effectiveness of individual service components. The consequence 
of these system deficiencies is that treatment is often inadequate and fragmented. 

The situation is complicated by an overreliance on more expensive and more 
restrictive services than are actually needed. Behar (1984) reports a strong tendency 
to remove children from their families and natural environments with the belief that 
effective treatment can only be accomplished in a residential setting. Knitzer (1982) 
identified efforts to increase residential care in almost half of the states, while 
nonresidential services remained either nonexistent or rudimentary. Thus, residential 
services appear to be overutilized, although recent experience indicates that intensive 
services in the home and school may reduce the need for residential care (Friedman 
and Street, 1985). When residential care is indicated, less restrictive, community- 
based alternatives such as therapeutic foster cere are often neglected in favor of 
institutionally-based services. 

While these problems remain, there are indications of progress in services for severely 
emotionally disturbed children. The need for comprehensive, community-based systems 
of service that incorporate a wide range of different services is receiving more and 
more recognition. Isaacs (1983, 1984) found that a number of states have identified 
children's mental health as one of their top mental health priorities, and many states 
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are oow initiating sysijm development activities. Nearly half the states in the nation 
are now Involved in the CASSP Initiative, and both funded and unfunded states are 
f.i.'h'i!? ^^^II"^^*! activities related to system of care development 

such as regional and national conferences. It seems clear that interest in developing 
comprehensive systems of care has increased markedly. 

PRINCIPLES FOR THE SYSTEM OF CARE 

The system of care for severely emotionally disturbed children and adolescents 
represents more than a network of service components. Rather, the system of care 
represents a philosophy about the way in which services should be delivered to 
children and their families. The actual components and organizational configuration of 
the system of care may differ from state to itatTanTfrom wmmunily lb community. 
Despite such differences, the system of care should be guided by a set of basic values 
and operational philosophies. 

Not surprisingly, there is general agreement in the field and in thi literature as to 
the values and philosophy which should be embodied in the system of care for 
severely emotionally disturbed youth. With extensive consultation from the field »twa. 
rV.VlnrVr 10 principles have been developed to provide a philosophical 

rrameworK for the system of care model. 

The two core values are central to the system of care and its operation. The first 
value IS that the system of care must be driven by. the needs of the child and his or 

nllA. f L u'iS^^^l r'?.** J!" ^ thlld-e«nt«red, with the 

needs of the child and family dictating the types and mix of services provided. This 

'.I " to adipt services to the child and 

family, rather than expecting children and families to conform to pre-existing service 
configurations. It is also seen as a commitment to providing services in an 
'"•""V the personal dignity of children and families. 

[ T individual goals, and maximizes opportunities for involvement 

and self-determination in the planning and delivery of services. oivcmcni 

holds that the system of cire for emotionally disturbed 
children should be coinmtialty.baftd. Historically, services for this population have 
f.?r»i hospitats. training schools and other restrictive institutional 

raciliiics. There has been increasing interest and progress in serving such children in 
community.based programs which provide less restrictive, more normative 
environments. The system pf care embraces the philosophy of a communitybased 
network of services for emotionally disturbed youth and families. While •institutional- 
care may be indicated for certain children at various points in time, in many cases 
appropriate services can be provided in other, less restrictive settings within or close 
to the child s home community. 

In addition to these two fundamental values for the system of care, 10 principles 
have been identified which enunciate other basic beliefs about the optimal nature of 
the system of care. The values and principles are displayed on the following page, 
and each principle is discussed within the monograph. 

SYSTEM OF CARE FRAMEWORK AND COMPONENTS 

J^^tJU^lT.^!.^^'^. °'°t***'l presented in this document represents one approach to a 
.it^.o •i'^ y*^* adequately implemented and 

tested to be considered the ideal model. The model presented is designed to be a 
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CORE VALUES FOR THE SYSTEM OF CARE 

The system of care should be child»ceniered, with ihe needs of the child and 
family dictating the types and mix of services provided. 

The system of care should be community»based, with the locus of services as 
well as management and decision-making responsibility resting at the community 
level. ^ 



GUIDING PRINCIPLES FOR THE SYSTEM OF CARE 

Emotionally disturbed children should have access to a comprehensive array of 
services that address the child's physical, emotional, social and educational 
needs. 

Emotionally disturbed children should receive individualized services in 
accordance with the unique needs and potentials of each child, and guided by 
an individualized service plan. 

Emotionally disturbed children should receive services within the least 
restrictive, most normative environment that is clinically appropriate. 

The families and surrogate families of emotionally disturbed children should be 
full participants in all aspects of the planning and delivery of services. 

Emotionally disturbed children should receive services that are integrated, with 
linkages between child-caring agencies and programs and mechanisms for 
planning, ^ *loping and coordinating services. 

Emotionally disturbed children should be provided with case management or 
similar mechanisms to ensure that multiple services are delivered in a 
coordinated and therapeutic manner, and that they can move through the system 
of services in accordance with their changing needs. 

Early identification and intervention for children with emotional problems should 
be promoted by the system of care in order to enhance the likelihood of 
positive outcomes. 

Emotionally disturbed children should be ensured smooth transitions to the adult 
service system as they reach maturity. 

The rights of emotionally disturbed children should be protected, and effective 
advocacy efforts for emotionally disturbed children and youth should be 
promoted. 

Emotionally disturbed children should receive services without reoard to race, 
religion, national origin, sex, physical disability or other characteristics, and 
services should be sensitive and responsive to cultural differences and special 
needs. 
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guide, btscd on the best iviilible empirieal data and ellnieal experience to date. It 1$ 
offered as a starting point for states and communities » they seek to build their 
systems, as a baseline from whieh ehanges can be made as additional research, 
experience and innovation dictate • jworcn, 

rnmmunml^^u"^*. r"^''"u^ '""'^^ ^» ^^ci: Own states and 

coraraunmcs in relation tc the system presented here, the information is not intended 
to be used as a checklist The desired system in a pirtieular community is dependent, 
in part, upon community eharaeteristici sueh as population, physical size, proximity to 
other communities, unique resources and special features of the population. Not every 
community is expected to have every service io place. The model is not a 

!'h.T-V^m"J'"^ i*;- 'J " " communities, with the expectation 

that It will be modified and adapted to meet special conditions and needs. 

States and communit cs are also expected to establish different system development 
^u" »PPI°«^^ frequently used involves defining a ore or minimal set of 
services as the first priority for system of ere development efforts. When goals in 
relation to this core set of services are achieved, states and communities may then 
begin to develop an expanded array of service options. 

Tlie system of care model is organized in a framework consisting of seven major 
dimensions of service each dimension representing an area of need for children and 
their families. The framework is graphically presented on page ix. and includes the 
following dimensions: 

1. Mental health services 

2. Social services 

3. Educational services 

4. Health services 

5. Vocational services 

6. Recreational services 

7. Operational services 

7rIlHf?."'?. "if ""i?"' '"^"T*^"*^ *° ^ fttnctlon-speclric rather than agency 
specific. Each service dimension addresses an area of need for children and families. 
« set of functions that must be fulfilled in order to provide comprehensive services to 
meet these needs. The model is sot intended to specify whieh type of agency should 
fulfill any of the particular functions or needs. Certainly, particular agencies 
typically provide certain of these services in communities. Educational services, for 
ex imple. tre most often provided by school systems, and social services are generally 
associated with child welfare or social welfare agencies. One might assum; that the 
mental health semees should be provided by mental health agencies. This, however 
IS often not the case. 

All of the functions Included in the system of care dimensions may be fulfilled by a 
VairlL^ai " " practitioners in both the public and private sectors. 

Therapeutic group care, a component in the mental health dimension, is often fulfilled 
by juvenile justice agencies md social service agencies as well as by mental health 
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SYSTEM OF CARE FRAMEWORK 
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afCDCiu. Day treatmeot is aaother mcDtal health fuoetlon that Is frequently fuIfiUed 
by the educational atenelct, Ideally it elow wlUboratlon with mental health 
providers. 

While the roles and responsibilities of spcelfie ageneles are aeknowledged. an 
effeetive system of care should be based od ehlfd aad family needs primarily, rather 
than on agency features. Many of the acrvlccs to be described can be, and are. 
provided by different ageneiet in different communities. 

Furthermore, many of these servicca are provided not through the efforts of any 
single agency but through multiagcncy collaborative efforts. Such collaborations are 
Important not only in Idcntifyini needs and planning services but also in developing, 
fuading and operating aervieca. 

It should also bt reeofniicd chat services are not always provided by agencies. Some 
functions within tki system of care may be fulfilled by families, parent cooperatives 
or other 8uch arrtngcmcnis. Private sector facilities and practitioners can also play a 
pivotal role in the system of care, providing a wide range of services within each of 
the major dimensions. 

Juvenile justice agencies play an Important role in the system of care. The juvenile 
justice system provides a wide range of services to children and adolescents who have 
broken the law. While the juvenile justice system has an interest helping children 
and families, its minion is also to meet the needs of the community and society. 
This mission Is accomplished through measures to control troublesome or delinquent 
behavior (Shore, 1985). Many juvenile offenders can be considered emotionally 
disturbed, and the juvenile justlee system plays a critical role in serving emotionally 
disturbed juvenile offenders. Jovenite justiec ageneies provide or collaborate with 
other agencica to offer many of the system of care components to this subgroup. 
Among the components frequently provided by juvenile justlee ageneies are outpatient 
services, therapeutic foster and group care* and residential treatment. The eritiesl 
role of the juvenile justice system in serving emotionally disturbed juvenile offenders 
must be acknowledged as well as Its special role in the system of care. 

An important aspect of the concept of a system of care Is the notion that all 
componenU of the system arc interrelated, and that the effectiveness of any one 
component it related to the availability and effcctivenew of all other components. 
For example, the »«me day treatment service may be more effective if embedded in a 
system that also Includes good outpatient, crisis and residential treatment, than If 
placed in a system where the other services arc lacking. Similarly, such a program 
will be more effective If social, health, and vocational services arc also available In 
the community than if they are absent or of low quality. In a system of care, all of 
the components arc intcrdcpcndcnt-not only the components within a service 
dimension such as mental health, but all of the seven service dimensions that comprise 



A critical character lit Ic of an effective system Is an appropriate balsncc- between the 
components, particularly between the more restrictive and less rcst'ictivc services. If 
such balance is not present, then youngsters and families will not have a full chsnce 
to receive less restrictive services before moving to more restrictive services. If, for 
example, within -a'communlty there arcTxo Intensive homc-bajcd services, only 20 dsy 
treatment slots and 50 residential treatment slots, the system is not in balance. 
Youngsters and families will most likely not have the opportunity to participate In 
homc'based or day treatment services because of their relative unavailability, and the 
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COMPONENTS OF THE SYSTEM OF CARE 



a, MENTAL HEALTH SERVICES 
Prevention 

Early Identification A Intervention 
Auessment 
Outpatient Treatment 
Home*Bascd Serviecs 
Day Treatment 
Emerteney Services 
Therapeutic Foster Care 
Therapeutic Croup Care 
Therapeutic Camp Servieet 
Independent Livint Services 
Residential Treatment Services 
Crisis Residential Services 
Inpatient Hospitalixation 



1. SOCIAL SERVICES 

Protective Services 
Flnattcial Assistance 
Home Aid Services 
Respite Care 
Shelter Services 
Foster Care 
Adoption 



3, EDUCATIONAL SERVICES 

Assessment & Planninf 
Resource Rooms 

Self-Con tained Special Education 
Spceitl Schools 
Homc-Dound Instruction 
Residential Schools 
Alternative Programs 



4, HEALTH SERVICES 

Health Education & Prevention 
Scrcenint A Assessment 
Primary Care 
Acute Care 
Lont-Tcrm Care 



5. VOCATIONAL SERVICES 

Career Education 
Vocational Aucument 
Job Survival Slcills Training 
Vocational Slcills Training 
Woric Experiences 
Job Finding, Placement 3l 

Retention Serviecs 
Sheltered Employment 



$. RECREATIONAL SERVICES 

Relationships with Significant Others 

After School Programs 

Sts&mcr Csc^i 

Special Recreational Projects 



7. OPERATIONAL SERVICES 

Case Manigcmcnt 
Sclf-Hclp Support Groups 
Advocacy 
Transportation 
Legal Services 
Volunteer Programs 
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DIMENSION I: MENTAL HEALTH SERVICES 



NONRESIDENTIAL SERVICES** 



RESIDENTIAL SERVICES! 



PREVENTION 

EARLY IDENTIFICATION & 
INTERVENTION 

ASSESSMENT 

OUTPATIENT TREATMENT 
HOME-BASED SERVICES 
DAY TREATMENT 
EMERGENCY SERVICES 



THERAPEUTIC FOSTER CARE 
THERAPEUTIC GROUP CARE 
THERAPEUTIC CAMP SERVICES 
INDEPENDENT LIVING SERVICES 
RESIDENTIAL TREATMENT SERVICES 
CRISIS RESIDENTIAL SERVICES 
INPATIENT HOSPITALIZATION 
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in a system of service, a role that has been inereasingly recognized in recent years 
but has only been operationalized in a few states. 

Case management serves younisters involved in both residential and nonresidential 
programs. It involves brokering services for individual youngsters, advocacy on their 
behalf, insuring that an adequate treatment plan is developed and is being 
implemented, reviewing client progress and coordinating services. Case management 
involves aggressive outreach to the child and family, and working with them and with 
numerous community agencies and resources to ensure that all needed services and 
supports are in place. 

Advocacy can also play a critical role in the system of care. There are two basic 
types of advocacy. The first is 'case* advocacy, or advocacy on behalf of the needs 
of individual children. Effective case advocates must be knowledgeable about the 
workings of the service systems which serve children, and must be skilled in making 
these systems more responsive to the needs of individual children. Case managers 
perform case advocacy functions, but other professionals, citizen advocates and 
parents can fulfill this role as well. 

The second type of advocacy is 'class* advocacy, or advocacy on behalf of a group of 
individuals. Class advocacy, if successful, can have a greater impact than case 
advocacy because it can produce changes that affect more children (fCnitzer. 1984). 
Class advocacy is typically a lengthy process that requires not only considerable 
knowledge and skill, but also enormoui persistence. 

Efforts to advocate for improved services are beginning to take the form of coalitions 
of parent, provider, professional and voluntary advocacy organizations. These 
coalitions are forming at community, state and national levels, and have potential for 
exercising considerable influence over policies and services. 

The increased interest in advocacy is one of the more encouraging signs in the 
children*s mental health field in recent years. A key issue affecting the degree to 
which effective systems of care will be developed is the extent to which strong, 
persistent and welMargeted advocacy efforts can be developed at the community, 
state and national levels. 

MANAGEMENT OF THE SYSTEM OF CARE 

The development of strong components is undoubtedly the most important aspect of 
visveloping an effective system. Another important aspect, however, is insuring that 
the system is managed in a clear and consistent way to assure that youngsters and 
families receWe the services they need in a coherent and coordinated manner. 

Proper system management should insure good coordination between components of the 
system. Such coordination is .necessary because most youngsters require services from 
more than one component at a particular point in time. Only in a well*managed 
system would it be possible for one youngster to receive all of these needed services, 
and particularly to receive them in a manner that produces coordinated efforts by 
different professionals and agencies to achieve the ;ame goals. Effective system 
management should also insure that as a child's needs change, he^or she will be able 
to easily move into different services, or that existing services will adapt to the new 
needs. 
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Finally, there are increasins indications that case managers are a key component of 
any attempt to make a system trtily responsive to the needs of the individuals it is 
designed to serve. For a system to bf effectively operated, there should be case 
manaiers who can pull services together from a variety of sources to meet the needs 
of individual clients. 

STRATEGIES FOR DEVELOPING SYSTEMS OF CARE 

Conceptualizint a system of care model is only a preliminary step in the system 
improvement process. The real challenge for states and communities is to transform 
their system of care plans into reality. The monograph outlines a number of specific 
strategies and approaches that might be used to translate plans into functioning 
networks of services for severely emotionally disturbed children and their families. 

System change strategies are defined broadly as planned actions that the mental 
health agency can take, in collaboration with other appropriate organizations and 
groups, to promote the development of systems of care for severely emotionally..- 
disturbed children and youth (Stroul, 1985V' " ' 

Each state or community involved in a system development initiative will select system 
change strategies that are most appropriate for its particular^ environment and 
circumstances. Nevertheless, the experience of other system change programs 
vnggests the types of strategies which are most likely to have a broad impact. These 
system change activities fall within six major areas including: 

o IManning and needs assessment, 

o Modifying the mental health system, 

o Interagency collaboration, 

o Technical assistance and training, 

o Constituency building, and 

o Local system development. 

It should be noted that these categories represent not alternative strategies, but 
rather complementary strategies. In order to develop effective systems of care, states 
and communities should be selecting and implementing strategies from each of these 
categories, varying the emphases, strategy types and sequencing to conform with the 
particular environment. 

Within each category, there are innumerable S' ategies that states or communities may 
select A discussion of the strategies v/ithin each broad area is included in the 
monograph. 

SYSTEM ASSESSMENT 

This monograph has been prepared to assist states and communities to improve 
services for severely emotionally disturbed children and adolescents. In general, 
despite significant deficiencies in the present service systems in many states, there is 
much to be encouraged about There has been increased attention paid to the needs 
of emotionally disturbed children and their families. In particular, ^here is growing 
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rccofnition thy crfccilvc service systems require i nngc of services and close 
c.^^^Z7. ^.<>"«^"»«o°- I«POrtint progress i, being made in developing new serWce 
componcn s and id providing case management services to link the various services. 
trtlT"'X' " " knowledge base about effective c^mlni "b«ed 

service options, system management and strategies for producing system change. 

The monograph concludes by presenting a series of questions to assess systems of care 
• ■'*'"^r 5?"^««°'«y b"i*. The assessment questions address the 
S r li",'" ?^ " ^''^ «o »«<=h «re«s as the dcvr'opmcnt 

or a model, planning and decision making processes and interagency relai anships 
1^!J'''^T' °° exhaustive; many additional questions and 

characteristics may be relevant to assessing systems of care, 

Ir\^^J.TZ' »J« followed :by sample worksheets for assessing the status 

of the development of the various system of care components. The assessment 
questions and worksheets are presented to summarize the information presented in the 
monograph and to provide readers with a framework for evaluating the status of the 
jystem in their state and community. 

The monograph is intended to provide states and communities with a conceptual model 
for a system of care for severely emotionally disturbed children wryouth The 
?of sH^i^^ "'l"t* policymaking, and provJdes a framewl?k 

rnL.nt,!!^- *H ^ L "'V^", Planning improvements. The model can be 
conceptualized as a blueprint for a system of care which establishes directions and 

?m«T„H*L*ii''"" ''•y conceptualize system, of care. 

States and communities may revise and adapt the model to conform with their needs 
environments and service systems, or they may develop a distinctly diffe ent sysJem 

Lvon,"°^J*"'"!°°- ^ « nexible, with room for 

additions and revisions as experience and changing circumstances dictate. 

Most important is the acknowledgement that conceptualizing a system of care 
represent, only a prell«Inary ,tep in the service ,y,tem improvement proc?^ 

fZtlZnt^rr^^ * " • ^hich must be fo lowcd^ 

implementation activities including necessary state level arrangements and local 
program development efforts. While designing a system of care is an essential ^nd 
challenging task the real challenge for states and communities is to transform their 
system of care plans into reality. ■ »"cir 
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Statement foe the Record 
Select Coomittee on Childcen, Youth and Families 
Hearing on Children's Mental Health: Proraising Responses to 
Neglected Problens 



Ttie toerican Acaderny of Child and Adolescent Psychiatry is pleased to be 
able to submit this statement for the record regarding "Children*s Mental 
Health: Promising Responses to Neglected Problens. 

imTODOCTICH 

Ttte ^rican Acaderny of Child and Adolescent Psychiatry is a msnbership 
organization of child and adolescent psychiatrists, all of whom are physicians 
with subspecialty training engaged in the understanding, diagnosis and 
treabnent of psychiatric and emotional disorders in children and adolescents. 
It is the only professional specialty to limit its concerns to <±/.Id and 
adolescent mental illness. Witli 3700 members located in each of the fifty 
states, the Academy works within large and small comnunities. Its members work 
with families, guardians, educators, public servants and private organizations, 
juvenile justice officers, and others who have contact with children and 
adolescents with emotional disturbances. 

The Academy agrees with the failures that have been cited in recent 
national examinations of the mental health system's accountability toward 
children, including the following: 

0 Critical shortages exist in professionals trained to treat 

children and adolescents with serious emotional illnesses which 
creates a burden for service delivery systetas. This has 
repercussions and adds stressors to all service delivery 
systems, but particularly public programs. It is child 
psychiatrists who are trained to treat these seriously ill 
children and adolescents. 

o Research in children's mental illnesses lags b^ind other 
mental and physical illness research; longitudinal research 
which is the most necessary and proraising is all but non- 
existent. 
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States have not had the encouragement or resources to 
coordinate agencies and provide technical assistance for 
recognizing, evaluating and treating children and adolescents 
who are at risk for or who are seriously ciQotionally disturbed. 
The Child and Adolescent Service System Progrj«i (CASSP) is a 
promising response to this problem, but it is constantly in 
jeopary of losing funding; 

Prevention programs and longitudinal studies have not been 
effectively developed or financed. 



Child and adolescerit psychiatrists, identified by a Department of Health 
and Human Services report as the most underserved medical specialy, daily 
witnesss the unmet needs of the children and adolescents in their conmunities. 
Recently, a maaber of the Academy, Dr. Murray Persky, wrote that, "Adult care 
is, to some extent, blessed with a continuun of care from acute to subacute and 
dironic but this system is not in place for children." He notes that in the 
California Bay Area, children with serious cnotional disturbances, "have been 
•farmed' out to Sacramento, Vallejo, juvenile halls, anergency rooms, adult 
wards, crisis units. Children's Home Society and many more distant and unlikely 
places." Child psychiatrists treat serious and chronically ill children and 
adolescents, and they are unified in their belief that, although children 
seldom need ho^italization, when they do, it is critical that appropriate 
hospital care been given, and coordinated aftercare support systans bo 
available. No conmunity should have to rely solely on one form of care, 
such as hospitalization. 

AREAS OF RESP(»iSE 

In responding to these areas of need within the children's mental health 
system, the Academy has planned and developed special projects that allow its 
members to work for improved training, prevention, treatment and continuum of 
services not only at their local level but as a national csopaign. 

The American Academy of Child and Adolescent Psychiatry is contributing to 
the "premising responses" directed toward the neglected problems of children's 
mental health. As part of a two-year project, the Academy is currently 
leering prevention projects in the following areas: 



To examint^ the risk factors and prevention of conduct 
disorders Children with conduct disorders have been noted to 
be the largest single group of emotionally disturbed children 
treated or untreated, and attempts to treat th^^t have not 
always been successful. Early identification of particularly 
dangerous couplings of symptorfts may allow focused intervention 
of increasingly scarce resources. 

To understand the risk factors and intervention strategies 
that would lead to the prevention of substance abuse, 
specifically in children and adolescents. By analyzing the 
effectiveness of affective and interpersonal education 
programs; behavioral prevention programs; cotraunity-based 
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family-focused prevention interventions; and otheK innovative 
pcogcans, substance abuse may be bettec undecstood and 
controlled. 

0 to respond to the tragic and all too often unexplainable reason 

that children and adolescents take their own lives. The effort 
to understand and prevent suicide by the yourg has been 
gathering data for sane time, and the warning signs of suicide 
are now knovn. But the intervention strategies are not so well 
known and are being studied. 

0 TO prevent learning disorders. The biological, 

psychological, social and educational factors of learning 
disabilities are being execnined with the hope of breaking the 
causal chain. 

0 'fo research the linkage between parental nental disorder as a 

l*jychiatric risk factor for children. This is an ongoing 
project of Academy meirbers, and a special focus at this time. 

0 To examine, as part of the current effort to understand the 

prevention of childhood psychiatric illnesses, two additional 
areas: Understanding how to prevent psychiatric illness in 
young victims of inadvertent traima, and hoi; chronic physical 
illness is a risk factor for psychiatric disor.^r. 

If the understanding of how to prevent mental illness in children is moved 
forward in each of ttese areas, the Academy's two year foojs will be 
successful. The research will be disseminated to the child psychiatry traininj 
programs as well as shared with other mental health professionals. The Academy 
would recocroend that federal support for research into child and adolescent 
psychiatric illnesses be increased wherever possible — within the National 
Institute of Mental Health, the Maternal and Child Health Program, the National 
Institutes of Child Health and Human Developnent, and the Institutes on Drug 
Abuse and Alcohol and Alcohol iszn. The special need for longitudinal research 
into childhood mental illnesses has been emphasized for years. Because of tte 
expense and the need for dedicated long-term researchers, it is recocmended 
that federal support be offered through those same agencies for the purpose of 
initiatj>;g and sustaining longitudinal research. 

In addition to the premising responses frcm a national call for prevention 
of specific illnesses. Academy merrfsers are working on individual research 
projects designed to develop innovative treatments that fit into a continuan of 
services, thus shortening inpatient hospital time. Submissions for exjmination 
by members and other mental health professionals have focused on finding 
resources for developing day and partial hospitalization treatment as a 
strategy to reduce length of stay, as well as using partial hospitalization as 
an effective early intervention. 

Prevention, early intervention, accurate diagnosis and appropriate 
treatiTvent are primary goals for Academy members. Past research, treatjnent, 
education, and public information programs have provided child psychiatrists 
with knowledge and techniques to treat their patients more effectively. The 
current projects hold more premise for reducing the number of children and 
adolescents who will need treatinent for serious emotional disturbances. 
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The Acaderoy appreciates the opportunity to submit this brief statement 
outlining areas of premising responses to the serious enotional illnesses of 
childhood and adolescence. Ihank you for scheduling this hearing to focus 
public attention on children's toental health. Please contact the Acadeniy if 
additional infonoation is needed on any of subjects discussed in the statement 
or if you have questions about the stated information. 



Irvii^ Philips, M.O. 
President 
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